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EXAMINATION OF THE STOMACH BY MEANS OF A 


FLEXIBLE GASTROSCOPE: 


A PRELIMINARY REPORT* 


BY EDWARD B. BENEDICT, M.D.t 


CCORDING to Rachet*, Kiissmaul in 1868 

was the first to practise gastroscopy, the 
subject of his experiment having been a pro- 
fessional sword-swallower. The instrument he 
used was devised by Désormeaux and depended 
on an external source of light. No practical re- 
sults were obtained. Mikuliez in 1881 made 
further attempts, using a rigid, elbowed gas- 
troscope; he felt, however, that the procedure 
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FIG. 1. The Wolf-Schindler flexible gastroscope. 


was dangerous and therefore abandoned it. In 
1896 Rosenheim successfully introduced a 
straight rigid instrument, but it was difficult 
to handle and did not prove practicable. Since 
1900, however, there has been constant improve- 
ment in design, so that gastroscopy has been 
carried out in Germany quite routinely in re- 
cent years. In this country, on the other hand, 
it has not been felt that the results obtained by 
gastroscopy justified the dangers and discom- 
forts involved in introducing a rigid instrument 
through the esophagus into the stomach. 

*From the Massachusetts General Hospital. 

+Benedict, Edward B.—Assistant in Surgery, Harvard Medical 


School and Massachusetts General Hospital. For record and 
address of author see ‘‘This Week’s Issue,’ page 709. 





Two years ago Schindler’, a German physi- 
cian, working with Wolf, a manufacturer, in- 
vented the Wolf-Schindler flexible gastroscope 
(fig. 1). As shown in the diagram, the lower 
part of this instrument can be bent to facilitate 
and make safe its passage through the esopha- 
eus; and yet, in spite of this curvature, a sys- 
tem of many lenses conveys the image to the 
eye. Hence the danger of gastroscopy, which 
has been the greatest hindrance to its general 
adoption, has been completely removed. 


In April, 1933, through the courtesy of Carl 
Zeiss, Ine., a Wolf-Schindler flexible gastroscope 
was lent to the Massachusetts General Hospital. 
Dr. Chester M. Jones and the writer were as- 
signed from the medical and surgical services 
respectively to make a trial of this instrument. 
After two months’ use a favorable report was 
given and the instrument was purchased by the 
hospital. Since its first introduction here, the 
eastroscope has been passed in 75 patients, with- 
out ill effect in any. . 

The technique is simple. After preliminary 
gastric lavage, and medication of barbital, mor- 
phine, and atropine, a mixture of equal parts of 
10 per cent cocaine and adrenaline (1:1000) is 
applied locally to the mouth and pharynx. Then, 
with the patient lying on the left side, the oper- 
ator introduces the instrument into the posterior 
pharynx and esophagus, using the fingers of the 
left hand as a guide in passing the epiglottis. 
Once it is well entered in the esophagus, the 
gastroscope usually goes down very smoothly. 
Some obstruction may be met, however, in pa- 
tients with marked spur formation of the ante- 
rior portion of the bodies of the cervical verte- 
brae. There may also be slight delay at the 
cardia. In no case should force be used. By in- 
troducing the instrument to varying depths, 
rotating it in all directions, and inflating the 
stomach with air, the greater part of the gas- 
tric mucous membrane can be satisfactorily ex- 
amined. Gastroscopy should not be attempted 
in the presence of esophageal lesions (except 
perhaps in certain cases of diverticuli, and then 
only with the aid of the fluoroscope). Esopha- 
geal varix, stricture, carcinoma and ulcer of the 
esophagus, and cardiospasm are all considered 
definite contraindications. The easiest subjects 
for gastroscopy are supple, codperative females ; 
the most difficult are muscle-bound, uncodpera- 
tive males. Most patients do not find gastros- 
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copy a severe ordeal; in fact, one patient slept 
throughout the examination, and two others said 
they preferred the passage of the gastroscope to 
that of the small nasal stomach tube. 

The clinical value of the gastroscope has not 
hitherto been established in this country. The 
fact that gastroscopy is practised more and more 
routinely abroad is presumptive evidence of its 





FIG. 2. 
rugae of both curvatures converging toward the pylorus. 
light reflexes from anterior wall. 


Normal stomach, showing smooth anterior wall and 
Note 


usefulness. From experience already gained at 
this hospital there can be no doubt that direct 
inspection of the mucous membrane of the stom- 
ach is a valuable adjunct to the x-ray in the di- 
agnosis of gastric disorders. 

For an understanding of the appearance of 





FIG. 3. Normal thin parallel rugae of lesser curvature, mid- 
portion of stomach; moderate inflation. 


the gastric mucous membrane under various 
pathological conditions, a brief description of 
the normal is essential. The usual color is a deep 
orange red, an appearance which may suggest 
inflammation to one accustomed to viewing the 
interior of the bladder. The anterior wall and 
lesser curvature normally present a smooth, 





even appearance, as shown in figure 2*. The 
pylorus may be seen in about half the cases ex- 
amined, depending on the shape of the stomach, 
the codperation of the patient, and the experi- 
ence of the operator. Regular shallow folds may 
sometimes be seen along the lesser curvature, de- 
scending toward the posterior wall (fig. 3). The 
rugae of the posterior wall and greater curva- 
ture are normally quite prominent and are seen 
coursing in the general direction of the long 
axis of the stomach (fig. 4). With more infla- 
tion these folds naturally become less and less 
prominent, but seldom disappear entirely in the 





FIG. 4. Normal thick rugae of posterior wall and greater 
curvature, coursing in general direction of long axis of stomach; 
slight inflation. 
normal stomach. The incisura angularis divid- 
ing the antrum from the body is an important 
landmark, seen as a rounded or elliptical arch. 


GASTRITIS 


It is generally agreed by most European au- 
thors that endoscopy of the stomach is most val- 
uable in gastritis. Henning divides gastritis 
into acute and chroni¢ types; describing under 
acute gastritis the exogenous, corrosive, and 
phlegmonous varieties; and discussing under 
chronic gastritis the disease entity alone, and 
inflammation associated with ulcer, carcinoma, 
postoperative conditions, biliary disease, and 
pulmonary tuberculosis. The experience thus 
far gained at this hospital is insufficient to jus- 
tify affirmation or denial of such a classifica- 
tion. There can be no doubt, however, that gas- 
tritis exists, and that, in spite of improved x-ray 
examination by the ‘‘relief method,’’ the ulti- 
mate means of establishing such a diagnosis is 
by gastroscopy. Through the gastroscope some of 
the usual signs of inflammation are easily seen, 
particularly the redness and swelling, which 
result in edematous, tortuous rugae, as seen 
in figure 5. In many eases the normal topog- 
raphy of the mucous membrane is lacking, and 

*Photographs taken from gastroscopic drawings made by 


Miss Muriel McLatchie. Photography through the gastroscope 
is possible only when a rigid instrument is used. 
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in its place there appear erosions (fig. 6) with 
small hemorrhages into the cavity of the stom- 
ach or into the mucous membrane; in other cases 
there is a characteristic hazy edematous appear- 
ance with irregular swellings and depressions. 





FIG. 5. Hypertrophic gastritis. Tortuous inflamed edematous 
rugae. Puddle of bile and mucus on greater curvature (below). 


In severe cases there may be mucopurulent ex- 
udate between the fold. A net-like arrange- 
ment of rugae is sometimes present (fig. 7). For 





FIG. 6. 


Erosive gastritis. 


a more detailed study of the various forms of 
gastritis reference should be made to the writ- 
ings of Henning*, Schindler*, Korbsch*, Gut- 
zeit®, Konjetzny’, ete. 

The diagnosis of gastritis has been made twen- 
ty-two times in this series of gastroscopies, ten 
times in association with duodenal ulcer, two 
times with gastric ulcer, three times with carci- 
noma, two times as a postoperative condition 
after resection, and five times without other 
pathology. It is these latter cases which are of 
the greatest interest, for in them the final diag- 
nosis rests primarily on the gastroscopie find- 





ings. The following cases are summarized as ex- 
amples :— 


R. G., M. G. H. No. 328717, a 60 year old married 
Jewish housewife, first entered the hospital April 
22, 1933, complaining of fainting and tarry stools of 
one week’s duration. For 12 years she had been 
troubled with indigestion, consisting of dull, aching 
left upper quadrant and epigastric pain, and gaseous 
eructations. There was no apparent relation to 
meals, but soda gave temporary relief. Nine days 
before entry there was more severe epigastric pain, 
followed by numerous tarry stools and fainting at- 
tacks, with progressive weakness and pallor. There 
was no vomiting. Physical examination showed a 
rather obese woman with pale, sallow skin and 





FIG. ‘7%. 
curvature, 


Net-like arrangement of folds on greater 


Gastritis. 


“washed-out” mucous membranes; black feces were 
present on the glove after rectal examination. The 
blood pressure was 145/65, red blood count 2.52 mil- 
lions, hemoglobin 35 per cent. A diet of milk and 
lime water was given, and improvement was rapid. 
Ten days after admission gastrointestinal x-ray was 
negative, and a barium enema a few days later was 
also negative. Gastric analysis was normal. Ex- 
ploration was suggested, but not urged, as the con- 
sulting surgeon did not feel confident of determin- 
ing the source of the bleeding. Gastroscopy was 
then performed, revealing at the cardiac end of the 
stomach on the lesser curvature and posterior wall 
several irregular, bright red, actively bleeding areas. 
From the appearance of the mucous membrane it 
seemed that bleeding was coming from small be- 
nign erosions. Operation, therefore, was not indi- 
cated. The patient continued to improve rapidly on 
a bland diet, and was discharged to the out-patient 
department. One month later, when seen in the gas- 
trointestinal clinic, she was symptom-free and had 
had no further bleeding. 


A. P. B., M. G. H. No. 332336, a fifty-six year old 
single white American housekeeper, first entered the 
hospital September 29, 1933, complaining of dizzi- 
ness and weakness of four days’ duration. For one 
year she had had intermittent attacks of indiges- 
tion, consisting of cramp-like, non-radiating pains 
across the epigastrium coming on shortly after eat- 
ing and relieved by vomiting. The eating of a large 
amount of citrus fruit at the time of onset seemed 
to be a possible factor; the use of alcohol was de- 
nied. There had been a rapid loss of twenty pounds 
in weight about six months prior to entry; anorexia 
was a prominent symptom; black stools had been 
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noted on several occasions. Four days before ad- 
mission, after vomiting a large amount of blackish 
green material and passing a very black stool, she 
fainted and fell to the floor unconscious. Since then 
she had been very weak and dizzy. Physicai exam- 
ination on entry showed a very pale, weak, poorly 
nourished woman, lying flat in bed and appearing 
drowsy; the abdomen was negative except for slight 
tenderness and spasm in the epigastrium; after rec- 
tal examination the examining finger was coated 
with a typical tarry stool. The laboratory findings 
showed a blood pressure of 130/84, red blood count 
1.89 million, and hemoglobin 30 per cent. She was 
regarded as having a bleeding peptic ulcer, and 
given a transfusion of 500 cc. of citrated blood. Im- 
provement was rapid, so that cracked ice, milk, and 
lime water were soon allowed. Occult blood was 
found in the stools constantly for ten days, but only 
very rarely thereafter. Three weeks after admis- 
sion the patient was well enough to undergo x-ray 
examination of the gastrointestinal tract, which was 
reported as showing thickened rugae, but offering 
no explanation for the hematemesis. Special roent- 
gen examination of the esophagus failed to disclose 
esophageal varices. Barium enema was negative. 
Gastroscopy was then performed, revealing thick- 
ened, inflamed rugae with two erosions 1 to 2 mm. 
in diameter along the lesser curvature, and a sim- 
ilar erosion on the greater curvature; no active 
bleeding was seen, but there was a small amount 
of blood on the instrument when it was withdrawn. 
It was felt in this case that gastroscopy had ex- 
plained the cause of the bleeding. After another 
week of rest and bland diet, the patient was dis- 
charged home improved, with a diagnosis of hyper- 
trophic gastritis. One month later she was seen in 
the out-patient department, looking “hale and rosy,” 
following the bland diet and having no gastric dis- 
tress. 


The following ease is presented as illustrating 
the diagnostic value of gastroscopy in unex- 
plained bleeding a year after gastric resection: 


B. E., M. G. H. No. 278270, a thirty-six year old 
married white American engineer, entered the hos- 
pital for the seventh time December 25, 1933. Be- 
cause of many severe hemorrhages from a duodenal 
ulcer a partial gastrectomy had been done by Dr. 
A. W. Allen in 1932. After this operation the pa- 
tient remained well for about a year. He then again 
passed several tarry stools. The bleeding at this 
time was moderate, blood being present in the stools 
for about a week. Gastroscopy revealed a shallow 
erosion one-half centimeter in diameter high up on 
the posterior wall. It was felt that the hemorrhage 
might well have come from this area, and a diag- 
nosis of postoperative erosive gastritis was made. 
After rest and dietary treatment the patient was 
discharged relieved. 


Epigastriec pain suggestive of peptic ulcer, 
but with negative x-ray studies, may be ex- 
plained by gastritis. Without the aid of the 
gastroscope a diagnosis of gastric neurosis is 
not infrequently made in such patients. Later 
a definite peptic uleer may be demonstrable by 
x-ray, as gastritis may be a forerunner or an 
accompaniment of ulcer. The following ease is 
an interesting example of gastritis formerly 
diagnosed as possibly gastric neurosis: 

A. K., M. G. H. No. 326847, a forty-five year old 


Lithuanian housewife, first entered the hospital Jan- 
uary 26, 1933, with a four months’ history of burn- 





ing epigastric pain radiating to the back, coming 
usually two hours after eating, and relieved by soda 
and milk. There had been mild hematemesis and 
melena for about a week at the time of onset. Gas- 
trointestinal x-ray on two occasions showed a 20 
per cent 6-hour retention with spasm of the antrum, 
but the duodenal cap appeared normal. No positive 
diagnosis was made by x-ray. On a bland diet the 
patient did fairly well and was discharged with the 
clinical diagnosis: ? peptic ulcer, ? psychoneurosis. 

One year later she again entered the medical. 
wards. She had not followed the bland diet pre- 
seribed and had continued to have epigastric dis- 
comfort and vomiting. Two more gastrointestinal 
x-rays had been negative, except that slightly en- 
larged rugae were found at one examination. The 
diagnosis was not clear. Gastroscopy at this time 
revealed a definite gastritis, the mucosa being red- . 
dened and edematous, with multiple elevations and 
depressions, and some exudate. In some areas the 
appearance was so red as to suggest small submu- 
cous hemorrhages. On a rigid dietary schedule there 
was a marked improvement. 


From the above eases and from numerous oth- 
ers, the: value of the gastroscope in the diag- 
nosis of gastritis is already evident. Gastroin- 
testinal hemorrhage, unexplained by x-ray, may 
thus in many eases be traced to its origin by this 
method. Alcoholic gastritis, which has been 
observed only once in the present study, may be 
seen and studied. Gastritis with or without pep- 
tic uleer may be established as a positive diag- 
nosis. Henning places gastroscopy first among 
the methods of making a positive diagnosis of 
gastritis; Schatzki*, formerly of Leipzig, and 
closely associated with Henning in his work on 
gastritis, likewise believes that the gastroseope is 
the ultimate means of diagnosis in gastritis. 


PEPTIC ULCER 


As an adjunct to the x-ray, gastroscopie exam- 
ination is useful in describing and localizing 
ulcers of the stomach. Henning considers gas- 
troscopy of particular value in judging the 
suecess of their healing. He also states that 
many cases will be observed where gastroscopy 
is more fruitful than x-ray. 

Since the differential diagnosis of certain gas- 
tric uleers and cancers is often impossible on 
gross examination after resection, it may be pre- 
sumptuous to claim that such a differential diag- 
nosis can be aided by gastroscopy; gastroscopy 
is, however, a study of the living mucous mem- 
brane, whereas pathology is only a study of the 
dead tissue. On this basis, Schindler? believes 
that such a differential diagnosis is sometimes 
possible, as cancer always shows at its base a very 
dirty brown or gray deposit, in contradistine- 
tion to the clean base of simple ulcer; moreover, 
eancer is usually irregular in shape with jagged 
borders, whereas ulcer is generally round with 
smooth margins. The following case tends to 
bear out the value of gastroscopy in such a dif- 
ferential diagnosis :— 


*Personal communication. Dr. Richard Schatzki is now an 


Instructor in Roentgenology at the Harvard Medical School and 
working in the X-Ray Department at the Massachusetts General 
Hospital, 
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F. R., B. M. No. 10739, a seventy-five year old white 
American retired shoeworker, first entered the hos- 
pital July 25, 1933, complaining of sharp left upper 
quadrant and epigastric pain, associated with vom- 
iting. Physical examination showed a man of 75 in 
very good condition. There were no abnormalities 
noted except for a small right inguinal hernia. Gas- 
trointestinal examination done ten days before ad- 
mission had shown a diverticulum about two centi- 
meters in diameter in the lower third of the esopha- 
gus. There was a constant ragged filling defect 
about two inches from the pylorus, which had the 
characteristic appearance of cancer. There was a 
75 per cent gastric residue. After admission to the 
hospital, x-ray of the stomach was repeated, show- 
ing at this time an ulcerating lesion on the lesser 
curvature, producing a deformity characteristic of 
benign ulcer, although carcinoma could not be ruled 
out. Gastric analysis showed a normal acidity, thus 
favoring a diagnosis of ulcer. Gastroscopy was then 
performed, the gastroscope entering the stomach 
without difficulty. The fluoroscope was used to guide 
the instrument past the esophageal diverticulum. An 
ulcerating lesion about two and one-half centimeters 
in diameter was seen on the lesser curvature about 
five centimeters proximal to the pylorus. The base 
of this lesion appeared clean, and the margins, al- 
though slightly elevated, were smooth. Because of 
these findings and the age of the patient, it was 
felt that operation should be delayed if possible. Ac- 
cordingly the patient was discharged home on July 
29, feeling perfectly well on a rigid ulcer régime. 

Second admission: August 20, 1933. Two weeks 
after discharge the patient had a recurrence of pain 
and vomiting, which became progressively worse 
and required hospitalization. The gastrointestinal 
tract was again examined by x-ray, which showed 


the deformity previously described, and was inter-, 


preted as being due either to benign ulcer or carci- 
noma. Differential diagnosis by x-ray was impos- 
sible. Because of persistent obstructive symptoms, 
operation was inevitable and was performed by the 
writer on August 23. A firm mass about six centi- 
meters in diameter on the lesser curvature near the 
pylorus was found and resected, anastomosis being 
accomplished by the anterior Polya method. Path- 
ological examination of many sections confirmed the 
gastroscopic impression that this was a benign 
ulcer. Convalescence was uneventful and the pa- 
tient was discharged home about two weeks after 
operation. Three months later he was gaining in 
weight and strength and feeling perfectly well. 


Duodenal ulcer is not visible by gastroscopy. 
A study of the nature and degree of the gastritis 
often associated with any peptie uleer is. how- 
ever, interesting and profitable. It can hardly 
be doubted that many patients with typical 
ulcer symptoms but a negative x-ray may have 
a gastritis, which may or may not be the fore- 
runner of a definite peptie ulcer. 

Gastrojejunal ulcer should be visible by gas- 
troscopy in certain eases, but no case of that 
type has as yet been subjected to gastroscopie 
examination in this hospital. A normal gastro- 
enterostomy stoma is shown in figure 8. 


TUMOR 


The diagnosis of neoplasm of the stomach is 
usually accurately established by x-ray. By 
gastroscopy the examiner is able in most cases 
to confirm the diagnosis and sometimes aid in 





the description, localization, and extent of the 
lesion. Such confirmation has been established 
by gastroscopy in ten of the twelve cases of car- 
cinoma examined (figs. 9 and 10). The two cases 
of carcinoma in which gastroscopy failed were 
as follows: first, a smeli prepyloric lesion, and, 
secondly, a small adenomatous polyp of the 





FIG. 8. Normal gastroenterostomy stoma as seen by gas- 
troscopy. 


greater curvature, in the antrum, which showed 
on pathological examination atypical prolifera- 
tion. As the gastroscopie lens looks to the side 
of the instrument, and not along its axis, a small 
lesion in that location may be missed. 

In one of the earliest gastroscopies performed 
at this hospital the examiner suspected a neo- 
plasm near a gastroenterostomy stoma. This, 





FIG. 9. Appearance of ulcerating carcinoma as seen through 
the gastroscope. 


in the face of a negative x-ray, was subsequent- 
ly confirmed at operation. A brief summary of 
this ease follows: 


J. S., M. G. H. No. 329008, a forty-nine year old 
married Polish janitor, first entered the hospital 
July 21, 1914, at which time a diagnosis of carci- 
noma of the stomach was made by x-ray examina- 
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tion, and gastric resection by the Billroth II method 
was performed by Dr. C. A. Porter. Pathological 
report at that time showed adenocarcinoma. 
Second Admission: May 5, 1933. The patient had 
been well for nearly nineteen years until three 
months before this admission, when he began to 
have attacks of abdominal pain and constipation. 
X-ray examination of the gastrointestinal tract 
showed no disease of the stomach or duodenum, and 
barium enema was also negative. Gastroscopy was 
then performed, which showed on the margin of the 
stoma a round, elevated, whitish-red area resem- 
bling a polyp or the margin of a malignant lesion. 





FIG. 10. Appearance of cauliflower carcinoma as seen through 
the gastroscope. 


As this was one of the earliest gastroscopies done 
at this hospital, it was not possible to make a posi- 
tive diagnosis. At operation, performed by Dr. G. A. 
Leland, extensive carcinoma of the stomach was 
found, and a specimen removed for microscopic ex- 
amination. Resection was impossible because of the 
extent of the growth. Pathological examination 
again showed adenocarcinoma. Whether this rep- 
resents a recurrence of the original growth or the 
development of an entirely new lesion, it is impos- 
sible to say, but the nineteen year interval would 


seem to indicate that the present growth is a new 
one. 


Benign tumors of the stomach are not very 
common and the x-ray diagnosis is usually quite 
accurate. According to various authors (Ben- 
edict and Allen*, Miller, Eliason, and Wright), 
adenomatous polypi of the stomach probably 
become malignant in 35 to 40 per cent of the 
eases. Hence when such a tumor is discovered 
as an incidental finding, as occurred recently 
in this hospital, it is somewhat reassuring to 
know by gastrosecopy that the tumor has the ap- 
pearance shown in figure 11, and is therefore 
probably not as yet undergoing malignant de- 
generation. The patient referred to complained 
almost entirely of symptoms referable to the 
biliary tract; and, as her gall bladder has been 
removed, it will probably be necessary to ex- 
plore the common bile duct. The tumor of the 
stomach should be removed later. 


The endoscopic appearance of the gastric mu- 
cous membrane in pernicious anemia is of inter- 
est and will be studied further. In many cases. 
the mucosa is smooth and pale, and blood ves- 
sels are clearly seen near the surface. In gen- 
eral the changes are those of marked atrophy. 

In one ease, later shown by exploratory lapa- 
rotomy to be a carcinoma of the pancreas, the 
gastroscope was helpful in confirming the x-ray 





FIG. 11. Gastroscopic appearance of probable adenomatous 
polyp referred to in the text. 


opinion that no intrinsie gastric pathology was 
present. 


SUMMARY 


Gastrosecopy has been earried out with the 
new Wolf-Schindler flexible gastroscope in 75: 
patients at the Massachusetts General Hospital, 
and has been shown to be an easy, harmless, and 
profitable procedure. 

The greatest field of usefulness for the gastro- 
scope is probably in gastritis, but it is also use- 
ful as an adjunet to the x-ray in gastric ulcer 
and the various benign and malignant tumors. 
of the stomach. 
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FORCED GRASPING IN MAN AND ITS 
LOCALIZING SIGNIFICANCE* 


BY HENRY R. VIETS, M.D.f 


1. Intropuction. The significance of uni- 
lateral forced grasping, in itself an uncommon 
clinical sign, has not been fully appreciated as 
a valuable aid in localizing cerebral lesions. In 
the case herewith reported the phenomenon was 
well-marked and served as a guide to the site 
of an obscure cerebral tumor. The presence of 
a cerebral cyst was discovered at operation in 
the area predicted from the neurological exam- 
ination; the lesion was later verified by ne- 
cropsy. In view of the importance of this sign 
in medicine, the literature is briefly reviewed 
and the details of the case published. 


2. PuHysioLocicAL INVESTIGATIONS. Forced 
grasping was first demonstrated experimentally 
by Richter and Hines**:?°. They pointed out 
that a cortical lesion restricted to the premotor 
area (‘‘Area 6’’ of Brodmann) of the frontal 
lobe in.the monkey produced foreed grasping 
of the opposite extremity. Later, Fulton, Jacob- 
sen and Kennard’, by extirpation of the same 
area (monkey and chimpanzee), confirmed the 
findings of Richter and Hines, and, in addition, 
observed"! spasticity and increased tendon re- 
flexes. Bieber and Fulton’, moreover, demon- 
strated that the forced grasping varied in in- 
tensity with the animal’s position in space. An 
additional fact was later noticed in that temper- 
ature changes could be observed in the contra- 
lateral extremities of animals when the premo- 
tor area was removed (Fulton and Kennard’, 
Kennard’?). The complete syndrome of the 
premotor cortex has been discussed, both experi- 
mentally and clinically, by Kennard, Viets and 
Fulton’?; in their paper will be found a sum- 
mary of the literature. The symptom complex 
consists of impairment of skilled movements, 
forced grasping, spasticity, and vasomotor dis- 
turbance. 

3. CLINICAL REPORTS IN THE LITERATURE. Be- 
ginning in 1903 and continuing intermittently 
ever since, reports have been published of pa- 
tients showing forced grasping or, more recent- 
ly, the whole group of signs now called the 
syndrome of the premotor cortex. In all well- 
defined cases of reflex grasping other signs 
have been associated with this phenomenon, 
such as increase of the tendon reflexes, moder- 
ate spasticity, awkwardness or paresis of the 
extremity, and occasionally an extensor Babinski 
response. When pathological verification has 
been possible, the lesion has most often been in 
the posterior part of the frontal lobe, anterior 
to the motor area (Adie and Critchley’) ; some 
authors found lesions, however, in the corpus 


*From the Neurological Department, Massachusetts General 
Hospital, Boston. 

+Viets, Henry R.—Assistant Neurologist, Massachusetts Gen- 
eral Hospital. For records and addresses of authors see ‘This 
Week’s Issue,’’ page 709. 





callosum (Walshe and Robertson!?) and others 
in the basal ganglia. A patient showing the pre- 
motor syndrome, with the site of the lesion veri- 
fied by operation, has recently been reported 
by Kennard, Viets and Fulton'*. In their pa- 
tient, awkwardness, moderate spasticity and in- 
crease of tendon reflexes appeared precociously, 
prior to the onset of motor weakness. The 
forced grasping varied with changes of posi- 
tion of the body in space. Changes in skin tem- 
perature and sweating were noted. In varying 
degrees, moreover, the syndrome of the premotor 
cortex is illustrated in the following history. 


4. Case Report. 


Fred L. B., aged 55 (B. M. 12350), referred by Dr. 
W. D. Smith, entered the Massachusetts General 
Hospital, January 2, 1934, with a complaint of head- 
ache, and weakness of the left arm and leg. Six 
months before entrance the patient noticed a grad- 
ual numbness and “all gone” feeling in the left 
arm and leg, which persisted until four months ago, 
when definite weakness developed in these two ex- 
tremities and in walking he began to drag the left 
foot. “Tonic contractions” of the left hand were 
also present. Three months after the onset, he gave 
up walking and only got from the bed to a chair. 


He was carefully studied, three months after the 
onset, in another hospital. The manifestations in 
the left hand were thought to be on a functional 
basis. Definite mental impairment was noted, and 
increased refiexes in the left arm and leg. Roent- 
genograms taken at that time (October, 1933) 
“showed the left sphenoid ridge indistinct and ap- 
parent erosion with some new bone formation about 
the middle third of the right petrous ridge,” sug- 
gesting a meningioma around the acoustic nerve. 
To the roentgenologist the findings denoted two 
separate lesions. The initial pressure of the spinal 
fluid was 210 mm. of water and the total protein 
55 mgm. per 100 ce. A diagnosis of a questionable 
cerebral thrombosis was made and the patient 
sent home for further observation. 


Subsequently the patient developed diplopia with 
right external rectus palsy, generalized headache, 
a hissing noise in his head and well-marked lethargy. 
His past history was unimportant, but the family 
history indicated repeated vascular disease on the 
maternal side and tuberculosis on the paternal. 


Examination: When first seen (January, 1934), 
six months after the onset of his illness, he ap- 
peared very sluggish both mentally and physically. 
The nurse reported that he lay in bed for hours 
without moving or speaking. When spoken to, he 
answered correctly but slowly, in a good-humored 
way. He appeared not to realize the seriousness 
of his illness and never volunteered any informa- 
tion about his symptoms. The left optic disc was 
hazy. On the right side, the disc margins were 
obliterated and there was a hemorrhage along the 
course of the vessels near its margin. Neither disc 
was definitely choked. There was slight right ex- 
ternal rectus palsy, with drooping of the right upper 
lid and some bilateral nystagmus on lateral gaze. 
The left arm and leg were weak, but the patient 
could stand and walk alone, the leg being held rig- 
idly with the foot dragging. Both the arm and leg 
were slightly spastic and the tendon reflexes were 
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greater on the left than on the right, particularly in 
the leg. 

The Left Extremities: The left arm was slightly 
spastic, but this was by no means marked; the 
tendon reflexes ‘were slightly greater than on the 
right. There was no paralysis and all movements 
of arm and hand could be carried out voluntarily. 
The movements, however, were awkward, although 
there was no loss of position sense. This was dif- 
ficult to judge on account of the patient’s lethargy 
and uncertainty in answer. One felt certain of the 
awkwardness, nevertheless, especially in the per- 
formance of finer movements of the hands and fin- 
gers. A match-box was picked up and held with 
considerable difficulty. The hand appeared normal, 
both in color and contour, and no variation in tem- 
perature was noted when it was compared with its 
fellow. 

The left lez was somewhat more spastic than the 
left arm. The knee-jerk and ankle-jerk were very 
active, although there was no patella or ankle clo- 
nus. The plantar reflex was easily elicited. At 
the beginning of the stroking stimulus the toes flexed 
strongly downward and the arch of the sole be- 
came more concave, as if the foot were grasping. 
Toward the close of the stimulus, especially when 
the stroke was drawn across the ball of the foot, 
the big toe turned upward and the small toes flared 
outward in a complete Babinski reflex. The initial 
part of the response with the tendency to grasp was 
not always present, being not nearly so constant 
as the Babinski phenomenon. Voluntary movement 
was slightly impaired in the leg, particularly in the 
ankle and toes, but all movements could be accom- 
plished. No vasomotor or temperature changes 
were noted. 

Forced Grasping: When the left hand was exam- 
ined, marked grasping could easily be elicited by 
a variety of manoeuvres. If the hand lay open and 
relaxed, stroking of the palm with stretching of the 
flexors caused immediate forceful contraction of the 
fingers and thumb so that the stimulating object 
was tightly grasped. Without further stimulation 
(i.e., moving the object grasped), the hand remained 
tightly closed for a few moments and then slowly 
relaxed to its former position. If, however, the 
object was moved in an attempt at withdrawal, the 
fingers clutched all the more strongly and it was 
possible to lift the patient’s shoulder and head from 
his bed by his left arm without the grip being loos- 
ened. Forced grasping was best evoked by insert- 
ing two fingers of the examiner’s hand within the 
patient’s palm, especially if the approach was made 
from the side of the thumb and forefinger. With- 
drawal between these two digits caused the most 
marked grasping and a much greater response was 
obtained by this method than by any other. Stim- 
ulation of the outer (ulnar) skin area of the palm 
evoked only a minimum response. 

With the palm upward, the patient could clench 
his fist, either with the hand empty or over some ob- 
ject, easily and without delay. Likewise, the hand 
could be opened at will. Touching the palm with 
cotton, pin-prick or pressure did not ordinarily 
evoke grasping, if the patient’s attention was divert- 
ed elsewhere. If, however, the examiner’s fingers 
were within the range of vision of the patient, grop- 
ing movements could be stimulated by the approach 
of the fingers to the palm of the hand, without mak- 
ing actual contact with the skin. When the patient’s 
eyes were covered, this did not occur and it was 
only when the flexor muscles were stretched that 
the grasp became definite. 

Eye examination (Dr. Tryge Gundersen): Vision 
was 20/30 in each eye. On the right there was edema 
of the upper half of the disc with a swelling of less 
than one diopter. The physiological cup was pre- 





served; the veins were full and a hemorrhage was 
noted in the upper margin of the disc. The left 
fundus appeared normal. There was an internal 
squint on the right with some diplopia in all direc- 
tions. 

Laboratory notes: The urine, blood and _ stools 
were normal. Spinal fluid: initial pressure, 420 mm. 
of water; dynamics, normal; cells, 2 lymphocytes 
and 2 polymorphonuclears; total protein, 105 mgm. 
per 100 cc.; colloidal gold, 0000011211; sugar, 64.7 
mgm. per 100 cc; chlorides, 708 mgm. per 100 cc.; 
Wassermann test, negative. 

Roentgen-ray examination (Dr. A. O. Hampton): 
There was moderate, diffuse convolutional atrophy, 
with the blood vessels on the right side more prom- 
inent than on the left. The wing of the left sphe- 
noid was indistinct but appeared normal in the lateral 
stereoscopic films. There was slight asymmetry of 
the petrous ridges. The pineal shadow was some- 
what to the ieft of the mid-line. The roentgen-ray 
findings were not considered sufficiently character- 
istic to justify any diagnosis. 

Summary of clinical findings: The increased pres- 
sure in the spinal fluid with associated, although 
slight, changes in the optic discs made the diag- 
nosis of brain tumor reasonably certain. The left 
hemiparesis pointed to a right cerebral lesion in- 
volving, at least in part, the motor cortex or its 
pathways. The roentgen-ray studies were distinct- 
ly confusing, especially the report from the pre- 
vious hospital examination; finally, after repeated 
study, the films were considered as not showing any 
definite abnormality, except for the signs of gen- 
eral pressure. The grasping reflex in the left hand 
indicated that the lesion was probably in the right 
frontal lobe and exploration of the right fronto- 
parietal area was advised. 

Operation (Dr. W. Jason Mixter): A large right 
osteoplastic flap was turned down. No evidence of 
neoplasm could be seen on the surface of the brain, 
but exploration with a ventricular needle disclosed 
a cyst at a depth of four cm., about three cm. in 
front of the motor cortex. Ten cc. of yellow fluid 

















FIG. 1. Right hemisphere showing limits of motor (area 4) 
and premotor (area 6) cortex, with approximate levels of brain 
sections illustrated in fig. 2. (After Brodmann.) 


were evacuated (total protein, 3240 mgm. per 100 cc.). 
The right ventricle was also tapped and some fluid 
removed (total protein, 160 mgm. per 100 cc.). The 
ventricle did not appear to be enlarged. 

The patient’s general condition was poor and fur- 
ther exploration was not done. The patient died 
two days later without recovery of consciousness. 
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Necropsy: The brain was cut in a number of frontal| ¢onfirmatory of the work of others. The phe- 


sections, three of which are shown in figure 2. The 
surface relation of these sections to the motor and 
premotor cortex are diagrammed in figure 1. The 
tumor lay deep in the right frontal lobe, somewhat 
invading the left hemisphere by compression as 
well as by actually replacing tissue. Its limits were 
ill-defined. The tumor could be seen in front of 
the tip of the right lateral ventricle, not invading 
the knee of the corpus callosum. In a section more 
posteriorly (A, figs. 1 and 2) the tumor is more 
clearly visualized. It has pushed the corpus Callo- 
sum downward and invaded its right lateral aspect 
slightly. The ventricles are distorted and the tumor 
has pushed the longitudinal fissure to the left. The 
caudate and lenticular nuclei, with the internal cap- 
sule just showing between them, are not invaded. 


FIG. 2. 
tumor. 


Section B (figs. 1 and 2), through the anterior 
commissure and the optic chiasm, reveals the tu- 
mor at its maximum size. At this level the corpus 
callosum and the brain substance above it are re- 
placed by tumor on the right and slightly on the 
left. The caudate nucleus and the internal capsule 
on the right, although compressed, are not definitely 
involved. In section C (figs. 1 and 2), showing the 
most posterior part of the tumor, the lesion is again 
smaller, is limited almost entirely to the right side 
and to the right lateral part of the corpus callosum 
and the area directly above it. The internal cap- 
sule, thalamus and lenticular nucleus are not in- 
vaded. 

In sections A and B the anterior and mesial 
parts of the corona radiata, containing the pro- 
jection pathways from the right premotor area go- 
ing to the corpus callosum and to the most anterior 
parts of the internal capsule are replaced by tumor. 


5. Discussion. The ease reported above pre- 
sented a striking picture of forced grasping and 
confirmed much that was already known about 
the clinical sign. Pathological study, moreover, 


indicated the localization of the lesion in the 
region of the projection fibres of the premotor 
area, a point already proved by experimental in- 
vestigation and suggested by other clinical cases. 
The value of this report, therefore, is mainly 











nomenon described, nevertheless, is not well 
known to workers in e¢linies or physicians in 
general practice. Some brief discussion of the 
subject appears to be indicated. 

Forced grasping is usually easily elicited. It 
is best evoked in man by inserting two fingers 
into the palm between the thumb and fore- 
finger. Attempts at withdrawal of the exam- 
iner’s fingers brings out the maximum response. 
The reflex varies with posture: thus it is great- 
est when the patient lies on the opposite side 
and least when the patient is turned toward the 
affected hand. Fulton® thinks that the grasp is 


Brain sections showing general distribution of the 


part of the righting reflex mechanism and that 
it follows other body-righting reflexes. It usu- 
ally appears late in clinical cases and is asso- 
ciated with the other signs of the premotor syn- 
drome!”. In the patient described here, foreed 
grasping was the only part of the syndrome to 
be prominently displayed. Experimentally it 
has been shown that forced grasping may mani- 
fest itself in complete absence of the sensory 
innervation of the affected extremity®, but this 
has not been demonstrated in man. That forced 
grasping is associated with lesions of the pre- 
motor cortex cannot be doubted. When it oc- 
curs bilaterally, the sign has less localizing value. 
Bucy‘ has shown that, in the presence of marked 
internal hydrocephalus with increased intracra- 
nial tension due to tumors present in other loca- 
tions than the frontal lobes, the reflex may be 
observed in both hands and is thus of question- 
able value as a localizing sign. 

The histology of the premotor area was first 
clearly described by Campbell®, who pointed out 
that this is a specialized region, without large 
Betz cells but containing a great number of 
small and medium-sized cells. He concluded 
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that these cells were motor in function and were 
the origin of a cortical projection system. Schus- 
ter and Casper’® have traced these fibres into 
the anterior end of the internal capsule; a large 
group cross through the corpus callosum to the 
opposite side’. 

The functions of the premotor area have been 
extensively studied, mostly, however, in ani- 
mals, since Campbell’s® original idea that the re- 
gion was one of the chief centers for the integra- 
tion of complex skilled movements. Adie and 
Critchley’, Brain and Curran*® and others have 
concluded that the region exerts an inhibitory 
action on such postural reflexes as the grasping 
phenomenon. When the area is destroyed, either 
by animal experimentation or by a pathological 
lesion in man, the primitive (thalamic level) re- 
action is exhibited, in part, at least, through the 
pyramidal pathway. Fulton and Kennard’, 
however, have shown that the premotor area 
may function in animals after the pyramidal 
tract is severed and thus the efferent impulses 
from this area may be said to pass downward 
over an ‘‘extra-pyramidal’’ pathway, some going 
to the ipsilateral extremity®. It is known, an- 
atomically, that the cells in the premotor area 
have connections with the caudate nuclears, the 
red nucleus, the substantia nigra and other ‘‘mo- 
tor’’ structures. Thus it seems reasonable to as- 
sume that all these structures have somewhat re- 
lated functions and that they may be correctly 
referred to as ‘‘extrapyramidal’’ units. 


Spasticity after unilateral lesions in the pre- 
motor area is a striking, although often a tran- 
sient, feature in the higher apes'?. From the 
experimental data it seems clear that spasticity 
is only seen after a disturbance of area 6. In- 
terruption of the pyramidal tract (area 4) does 
not in itself cause it, resulting always in flaecid- 
ity®*. Combined lesions of area 4 and area 6 
give a permanent spasticity, as is so often the 
case in a capsular hemorrhage resulting in hemi- 
plegia. In cases with lesions in area 6 alone, 
there may be some increased resistance to 
passive manipulation, as was noted in the 
patient reported by Kennard, Viets and Ful- 
ton’?. The deep reflexes are increased, espe- 
cially those associated with the digits (Hoff- 
mann’s sign). If the Babinski reflex is pres- 


ent, lateral deviation of the toes is likely to be a 
prominent part of the response. 

Although some of the fibres from the pre- 
motor area cross to the opposite side in the cor- 
pus callosum, section of this structure in mon- 
keys produces no motor weakness and does not 
eause forced grasping. 


Kennard and Watts'® 





observed, however, a syndrome characterized by 
inertia and slowness in initiating purposeful 
movements, both of which have been noted in 
man as part of the syndrome of the premotor, 
cortex. 


6. Concuusions. A lesion of the frontal lobe 
in man, so situated that it interferes with the 
projection pathways from the premotor area, 
gives rise to forced grasping in the opposite 
hand. 

The corpus callosum is usually involved in 
the lesion, but there is experimental evidence 
that forced grasping itself is not associated with 
destruction of this structure. 

The anterior part of the cortico-spinal path- 
way and an ‘‘extra-pyramidal’’ unit carry the 
projection fibres from the premotor cortex. 

Unilateral forced grasping indicates a lesion 
of the opposite premotor cortex or the pathways 
descending from it. 
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DISLOCATION OF THE SHOULDER—AN END-RESULT STUDY 


BY HORATIO ROGERS, M.D.* 


URING the past seven years 74 cases of 

shoulder dislocation were treated at the 
Massachusetts General Hospital. Of them, only 
9 were hospitalized, usually because of some 
concurrent injury. The other 63 cases were 
treated in the Emergency Ward and allowed to 
go home the same or the following day. An at- 
tempt to learn the end-results of these cases re- 
sulted in 19 patients returning for examination 





the types of dislocation is confined to the group 
of 33 end-resulted cases. In table 1 this group 
is further divided into 11 fracture-dislocations, 
5 old dislocations (that is, dislocations at least 
1 week old on admission), 4 recurrent disloca- 
tions, and 13 single acute dislocations. The term 
recurrent dislocation is used to mean repeated 
dislocations occurring either before or after 
admission to the hospital. 




















TABLE 1 
TYPE OF DISLOCATION IN 33 SHOULDER DISLOCATIONS 

Ant. Post. Subglenoid Unknown Total 

Fracture-dislocations 6 0 4 1 ii 
Old dislocations 5 0 0 0 5 
Recurrent dislocations 1 ne 0 2 4 
Single acute dislocations 8 1 0 4 13 
Total 20 2 4 rj 33 








and 13 replying to a rather extensive question- 
naire. Thus, although certain data may be 
based on 74 cases, the end-result study is lim- 
ited to a series of 33. 

The 74 cases of shoulder dislocation represent 
about 2 per cent of all the fractures and dislo- 
cations treated during the same period. The age 
incidence was not characteristic except that 
none occurred under 10 years of age and all but 





12 per cent were between 20 and 70 years old. 


As would be expected, there is a great prepon- 
derance of anterior dislocations. The high inci- 
dence of subglenoid positions among the frac- 
ture-dislocations is of interest, suggesting that 
the head of the humerus may tend to be less 
widely displaced when some of the dislocating 
force is spent in producing a fracture. 

Before discussing end-results, some definition 
of terms is necessary. End-result here means a 
result noted long enough after injury, usually 








TABLE 2 
FRACTURE-DISLOCATIONS OF THE SHOULDER 

11 CASES 

Case Delay before Reduction Complete disability End-Result 
reduction from time of injury 

1 5 weeks Resection head of humerus 9 months+ A, F.E, 
2 15 weeks Operative 6 months+ A. FE, 
3 12 weeks None, operation refused 15 months+ Died 15 months 
4 None Closed, no anesthesia Unknown Died 7 months 
5 None Closed, ether 1 month A,F,E, 
6 None Closed, ether 1 month A,F,E, 
a None Closed, gas 3 weeks A,F,E, 
8 None Closed, ether 2 months A, IF", BE, 
9 None Closed, gas 3 months F,E, 
1¢ None Closed, gas 7 weeks FE, 
1: None Closed Unknown FE, 








The right and left shoulders were affected the 
Same number of times. There were 48 males 
and 26 females, a male predominance of about 
2 to 1. 
Because of the incomplete data available in 
some of the untraced cases, a consideration of 
*Rogers, Horatio—Assistant Surgeon to Outpatients at the 


Massachusetts General Hospital, and member of Fracture Serv- 
ice. For record and address of author see “This Week’s Issue,” 





page 709. 


one year, so that further improvement or impair- 
ment will be unlikely to occur. The result in 
each case is graded from the anatomic, fune- 
tional, and economie¢ point of view on a basis of 
4. Thus a grade of 1 would mean anything 
from 0 to 25 per cent, 2 from 25 per cent to 50 
per cent, ete. It should be noted that 4 does 
not necessarily mean perfection, but includes 
everything from 75 per cent to 100 per cent. In 
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the present series, the omission of an anatomic 
grade usually means that no late x-ray was 
available, but this is not considered of so great 
importance as the functional result, since mo- 
tion is the chief .criterion of usefulness in the 
shoulder joint. The economic result refers only 
to a comparison of earning power before and 
after the dislocation. 

Eight of these cases were hospitalized, and 
all received the careful after-care habitually em- 
ployed in cases of fracture. The most striking 





function. Of the other four, although closed 
reduction was possible in each case and the 
immediate disability was not unduly prolonged, 
only two got satisfactory results. 

The hospital visit made by each of these pa- 
tients represents merely an incident in a chain 
of dislocations, most of which are reduced by 
the patient himself. Table 4 shows the extra- 
ordinary facility with which the humeral head 
passes in and out of the capsule with very lHit- 
tle pain, disability, or loss of time from work. 








TABLE 3 
SIMPLE SINGLE DISLOCATIONS WITH DELAY IN TREATMENT 
5 CASES 
Case Delay before Reduction Complete Functional Present 
reduction disability end- complaints 
from time result 
of injury 
12 13 weeks Operative 6 months F, Limited motion 
13 1 week Closed, no anesthesia 3 weeks F, Painful shoulder 
14 4 weeks Closed, ether 2-3 weeks Fr, None 
15 1 week Closed, ether 2 months F, Weak, limited, painful 
16 2 weeks Closed, ether 1 month F, None 








thing in table 2 is the bad results obtained in 
the three first cases, all apparently due to de- 
lay in reduction, although it-is only fair to state 
that in case 1 the dislocation was complicated 
by a transverse fracture of the surgical neck 
of the humerus which would have presented an 
extremely difficult problem even if seen early. 
A further study of table 2 shows that all of the 
immediate reductions and none of the late redue- 
tions were rated Fy. All of the immediate re- 
ductions were accomplished by closed manipula- 
tion, while in the late group every effort at 
closed reduction failed. In the immediate re- 
ductions the average length of disability was 








Since no operative treatment was attempted, 
none of these patients were hospitalized.. The 
end-results in this particular group are really 
not end-results of treatment at all, but merely 
show the present status of essentially untreated 
conditions. 

The remaining 13 dislocations were all re- 
dueed within 24 hours of their occurrence, and 
were discharged at once. More than half of 
them were bandaged two weeks or less. The 
average time lost from work was 8.5 weeks. It 
is in this group that we would naturally expect 
to find the best results; it Will be seen from table 








TABLE 4 
RECURRENT DISLOCATIONS 
4 CASES 
Case Times Times Reduction Bandaged Work Pain Functional 
before after lost end- 
admission discharge result 
17 10+ 8+ Closed, ether 1 day None 1 day F, 
18 2 2 Closed, no anesthesia 7 days 10 days 2 days F, 
19 3 None Closed, no anesthesia 3 days None 14 days F, 
20 None 5 Closed, no anesthesia 21 days 2 days 3 days F, 








‘1.5 months as compared with 10 months in the 
late cases. This group strongly suggests the 
ill effects of delayed treatment. 

To visualize the effect of delayed treatment 
in uncomplicated dislocations, the five cases in 
which delay occurred are shown together in 
table 3. Only case No. 12 was hospitalized, the 
rest being discharged within 24 hours after re- 
duction. Case No. 12 required operative reduc- 


tion, underwent six months of complete dis- 
ability, and has a permanent impairment of 





5, however, that about one-third of them got 
poor or bad functional results. So far as is 
known, none of these 13 patients received any 
medical after-care. 

This group probably should contain also most 
of the 39 untraced eases previously mentioned. 

The traced cases would never have been heard 
from unless they had been urged to return for 
the purpose of this study, yet a third of them 
were found to have poor functional results. 
Therefore we cannot assume that because cases 
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are not heard from they must have done well. 
It is more reasonable to suppose that the re- 
sults in the untraced group were just as poor 
as those shown in table 5. 

It will be seen at once from table 6 that of 
the total series, of course omitting the two 
deaths, only 58 per cent got a good functional 





SUMMARY AND CONCLUSIONS 


The poor functional end-results in this series 
of 33 shoulder dislocations seem to have been 
chiefly due to delay in reduction and insufficient 
after-care. 

The delay cannot always be avoided, but we 
must realize that every hour of delay is produc- 











TABLE 5 
SIMPLE SINGLE DISLOCATIONS WITH IMMEDIATE REDUCTION 

13 CASES 

Case Anes. Bandaged Lost Pain Complete Functional Present 
work recovery end-result complaints 

21 Gas 10 days 10 weeks 1 year Never gy Limited, painful 
22 Never F, Painful 
23 Ether 2 weeks 24 weeks Never F, Weak, limited 
24 Gas 3 weeks 12 weeks Never F, Weak, painful 
25 None 4 weeks None 1 week 4 months ¥, None 
26 None 1 week 1 week F, None 
27 None 3 months 16 weeks 3 months 4 months F, None 
28 None 5 months? BK, None 
29 None 4 weeks 4 weeks 38 months 3 months F, Oce. slt. pain 
30 Ether ¥F, None 
31 Ether 2 weeks 7 weeks None 1 year F, None 
32 Ether 6 weeks 10 weeks 1 year 1 year F, None 
33 Ether 1 week 2 weeks 2 months 2 months F, None 





end-result, while 42 per cent got a poor or bad 
functional end-result. Note that the highest 
proportion of good results came in the fracture- 
dislocation group, better by 18 per cent than 
those in the simple non-recurrent group with 
immediate reduction. The only reasonable ex- 
planation is that the group deemed to have the 





ing further injury to the joint and making less 
likely a good ultimate functional result. 

The conception of simple dislocation of the 
shoulder as a trivial injury is undoubtedly 
wrong. In order to obtain a high percentage of 
good late results, the dislocation must be re- 
duced early, and the patient must be kept un- 











TABLE 6 
RESUME OF FUNCTIONAL END-RESULTS 
33 CASES 
End- Fracture- Simple Simple Simple non-recurrent Total 
result dislocation dislocation recurrent dislocation 
11 cases with delayed dislocation with immediate 
reduction 4 cases reduction 
5 cases 13 cases 
F, 88% (7) 40% (2) 0 70% (9) 58% (18) 
F, 6% (1) 60% (3) 75% (3) 15% (2) 29% (9) 
F, 6% (1) 0 25% (1) 15% (2) 13% (4) 
yy 0 0 0 0 0 
Died (2 cases) 0 0 0 (2 cases) 





more serious injury received the more thorough 
eare. It would appear from these figures that 
uncomplicated shoulder dislocation even with 
the most favorable immediate treatment is not 
a trivial injury from the point of view of ulti- 
mate function. 





der observation not only long enough to detect 
any possible complications which may have been 
masked by the dislocation itself, but also to in- 
sure a gradual return to full function by graded 
exercises. Three months is certainly not too 
long to keep even simple cases under observation. 
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THE USE OF AUTOGENOUS URINARY “PROTEOSE” IN 
AN ALLERGIC CONDITION 


BY PURCELL G. 


N 1929 Oriel! reported the presence of a sub- 

stance which he called ‘‘proteose’’, in the 
urine of allergic and other individuals. Later? 
he felt that this material contained a specific 
antigen to which the patient was sensitive and 
has attempted to substantiate his claim by means 
of animal experimentation, skin reactions, and 
also by treating allergic patients with it. This 
latter he did by preparing a very dilute sus- 
pension of the ‘‘proteose’’ and injecting it into 
the individual from whom it had been removed ; 
gradually adjusting the dosage until relief from 
the allergic condition was obtained. Since Oriel 
first reported his work on this substance he, as 
well as others, have made experimental observa- 
tions upon it. At the present time the reports 
of value on this method of therapy are very 
controversial. 

It is the purpose of this paper to present a 
ease study of an allergic individual in whom 
autogenous urinary ‘‘proteose’’ was used with 
very satisfactory results. 


METHOD OF PREPARATION OF URINARY ‘‘ PROTEOSE’’ 


Under as aseptie conditions as possible 1,000 
ec. of urine was collected from the patient into 
a sterile bottle into which 1 ce. of C.P. chloro- 
form had been added as a preservative. Four 
hundred ee. of this specimen was made acid to 
Congo red (pH3) with dilute sulphuric acid. 
This acidified urine was then shaken with 100 
ec. of C.P. ether in a separating funnel. After 
the mixture had stood for a period and separated 
into two layers, the lower layer was run off 
and discarded. To the remaining layer small 
amounts of absolute alcohol were added with 
constant shaking until 100 ee. had been used. 
The resulting precipitate was drawn off into a 
centrifuge tube, washed with absolute alcohol 
and centrifuged down. This washing procedure 
was repeated three times. The fluid above the 
precipitate was poured off and the precipitate 
suspended in sufficient N/10 NaOH to make it 
alkaline. Then it was transferred to a vaccine 
bottle and made up to 10 ce. with Locke’s solu- 
‘ tion. This suspension was called a 1:1,000 dilu- 
tion. From this stock bottle the required dilu- 
tions were made. All of the dilutions, when not 
in use, were kept at 20°C. 

CasE Report—Complaint: A white male, aged 35 
years, was admitted to the hospital in July, 1932, 
complaining of large areas of urticaria and wheals 
of eight and one-half years’ duration, obesity, in- 
somnia, irritability, and depression. Family His- 
tory: There was no history of-allergic phenomena 


*Schube, Purcell G.— Senior Physician, Psychiatric Clinic, 
Boston State Hospital, Boston, Massachusetts. For record and 
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or mental disease in the immediate family or in any 
of the collateral branches. The patient had been 
married. His wife died, while the patient was under 
treatment, of sarcoma of her left hip. There were 
two children, both living and well. Past History: 
The birth and early development of the patient was 
normal. As a child he had measles, mumps, and 
chickenpox. At the age of four years he had an 
abscess of his ear which persisted for two years 
and was finally “removed surgically.” At the age of 
nine years he was hospitalized for one month for 
“cerebral pneumonia” which was later thought to 
have been influenza. Lumbar punctures at that 
time were entirely negative. At the age of-20 years 
he had an infected inguinal gland removed. At 27 
years of age the patient had an attack of malaria. 
He made an uneventful recovery. His school his- 
tory was entirely uneventful. His intellectual and 
social activities were considered normal. His per- 
sonality was that of an extroverted individual. His 
marital activities were adequate and uneventful. 
Present Illness: In 1924, while in Panama, the pa- 
tient had a tooth extracted from an area in his 
mouth into which novocaine had been injected. 
About two hours afterwards he had a severe attack 
of urticaria. There were wheals involving the en- 
tire surface of the back, chest, face, arms, legs, 
scrotum and penis. They itched and burned, and 
later, in places, exuded a serous fluid. The wheals 
were definitely raised and clearly defined. This con- 
dition persisted and became so annoying that he came 
back to the United States for hospital treatment. He 
had skin and other tests all of which were negative 
excepting that from his seminal fluid. This gave a 
positive reaction. Desensitization was not pcssible. 
Adrenalin, ephedrine, blood serum, thyroid extract, 
physiotherapy and hydrotherapy gave only tem- 
porary relief. About this time the wheals although 
not so bad as before became very large and painful. 
They were definitely aggravated by exercise or phys- 
ical labor. There was a gradual thickening of the 
cutaneous tissues and during the following four years 
the patient gained 84 pounds. As this condition con- 
tinued to exist with no remission the patient became 
irritable, quarrelsome and easily upset. Later he 
also became indisposed and indifferent; morbid and 
depressed. His movements became progressively 
more sluggish and lethargic. He was unable to 
sleep. Because of this he was admitted to the hos- 
pital. Physical examination: The patient was a- 
white male, aged 35 years. He was of pyknic body 
habitus, 5 feet 5 inches tall, and weighed’230 pounds. 
His skin felt tense and scattered over it were large 
thickened wheals, some round and ranging in size 
from a quarter to a saucer and raised from 1/16 
inch to % inch in height; some were serpiginous 
and of the same height. The wheals were reddened, 
moist, and exuded a serous fluid when irritated. 
They were hard and painful and blanched on pres- 
sure. They were distributed over the entire body 
excepting the visible mucous membranes. The fatty 
tissues were evenly increased over the entire body. 
Muscle tone was increased. Bone structure was 
normal. Eyes, ears, nose and throat were entirely 
negative. Sinuses and mastoids were negative. The 
heart and lungs were normal. The abdomen was 
negative. The genitalia were negative. The rectum 
and prostate were normal. 
normal. All refiexes were hyperactive. 
response was normal. 
berg’s position. Laboratory 


The extremities were 
The plantar 
There was no ataxia in Rom- 
Urine—sp. 


findings: 
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gr. 1.015, alkaline, no sugar, no albumin, no casts. 
Ether reaction positive. Blood-urea nitrogen 16 
mem. per 100 cc., non-protein nitrogen 30 mgm. per 
100 cc., sugar 92 mgm. per 100 cc., Wassermann neg- 
ative. Spinal fluid—pressure (air) 80 mm., cells 3, 
sugar 50 mgm. per 100 cc., protein 35 mgm. per 100 
cc., Wassermann negative, colloidal gold curve neg- 
ative. 

Progress: Inasmuch as the patient was suffering 
from his urticaria and had obtained no permanent 
relief from other types of therapy it was decided to 
attempt to desensitize him with injections of autog- 
enous urinary “proteose”’. This substance was pre- 
pared from his urine. The skin tests were strongly 
positive. The subcutaneous injection of autogenous 
“proteose” was started, using a 0.1 cc. of 1:1,000,000 
dilution. This was increased 0.1 cc. daily until 
1:10,000 dilution was reached. During a period of 
about four months he showed progressive improve- 
ment in his allergic condition; he lost 26 pounds, 
felt better, lost much of his sluggish and irritable 
feeling, became less depressed, and was able to 
sleep quite well. When the dosage of 0.1 cc. of 
1:10,000 dilution was reached, he exhibited a hyper- 
sensitiveness which was manifested by a return of a 
few small itching wheals on his wrists and abdo- 
men. The dosage was dropped back to 1:100,000 
and gradually increased at the former rate. When 
the 0.1 cc. of 1:10,000 dilution was reached he again 
showed the same reaction. It was decided to keep 
him on 1:100,000 dilutions. This was done for one 
month and then gradually discontinued by increas- 
ing the time interval of the injection. For about four 
months he was entirely free of his urticaria and 
during this period he had no treatment. At the end 
of this period his wife, who was suffering from sar- 
coma of the left hip, died suddenly. The following 
day his urticaria returned. Again he was started 
on proteose—0.1 cc. of a 1:1,000,000 dilution. In one 
week his urticaria showed marked improvement and 
in two weeks had disappeared. Much of the grief 
which he had shown at the death of his wife had 
disappeared by this time. The “proteose” was rap- 
idly stepped up in dosage until 1 cc. of 1:100,000 di- 
lution was reached. Again the proteose was gradu- 
ally discontinued as before.- Since the discontin- 
uance of the “proteose,” a period of seven months 
has lapsed during which the patient has been free 
from any allergic phenomena and has lost 30 pounds 
more. His mental condition which during his al- 
lergic state was one of depression has returned to 
normal. 


DISCUSSION 


Oriel and Barber® and later Knott, Oriel and 
Witts* feel that they possess sufficient proof 
that the autogenous urinary ‘‘proteose’’ con- 
tains the specific complex of one or more anti- 
gens to which the allergic patient is sensitive. 
This proof is that (1) an allergic patient gives, 
in a large number of cases, a positive skin reac- 
tion to his own urinary proteose by dermal, in- 
tradermal and patch tests; (2) this sensitivity 
can be transferred to a normal individual by the 
injection of a sensitized patient’s serum; a posi- 





tive Prausnitz-Kiistner reaction being obtained 
when a dilute solution of urinary ‘‘proteose’’ 
of the allergic patient is subsequently injected ; 
(3) the ‘‘proteose’’ obtained from a patient suf- 
fering from serum sickness gives a positive re- 
action when injected in very small quantities into 
a known ‘‘horse-asthmatic’’ and one patient with 
horse-asthma will react to the ‘‘proteose’’ from 
another patient with horse-asthma; (4) a spe- 
cific antigen from milk or egg can be identified 
in the urinary ‘‘proteose’’ of milk-sensitive or 
ege-sensitive patients; (5) there is the produc- 
tion by the liver of a fresh substance (secondary 
antigen) from the original antigen; (6) in spe- 
cific food sensitization it has been possible to 
sensitize guinea-pigs actively by using the uri- 
nary nitrogenous substance from that patient as 
the sensitizing dose; and (7) the specificity of 
urinary ‘‘proteose’’ finally is confirmed by 
marked exacerbations of the original lesions and 
symptoms if excessive dosage was used. 


However, since the introduction of urinary 
‘‘proteose’’ for the treatment of allergic con- 
ditions by Oriel it has, except in a few instances, 
been received very conservatively, and the clini- 
eal and experimental work reported have, in 
addition to being very contradictory and incom- 
plete, been rather hasty in condemning it as 
useless. It is to be expected that the method 
employed will not produce one hundred per 
cent of cures or even of reliefs from allergy. 
But even though it aids only a few allergic cases 
which are benefited by no other method of ther- 
apy it is of value and worthy of use. It is felt 
that the presentation of this case, in which no 
other method of therapy was of any avail, and 
in which definite and sustained relief was ob- 
tained by the use of autogenous urinary ‘‘pro- 
teose’’ is adequate proof of the value of trying 
this method of therapy in cases of allergy. 


SUMMARY 


A ease of allergy is presented in which very 
eood results were obtained by the use of autog- 
enous urinary ‘‘proteose’’. 
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AN EXPERIMENTAL PROCEDURE DESIGNED TO 
OVERCOME TUBAL STERILITY 


BY EDWARD A. HERR, M.D.* 


TERILITY in the female, for generations 
past, has been the cause of considerable 
perplexity, much research work and the devis- 
ing of many new operations for its elimination. 
We will not discuss here, the correction of 
the many causes of sterility or infertility, such 
as hyperacidity of vaginal secretions, mucus 
plugs, stricture of vagina or cervix, endocer- 
vicitis, displacements or malformations of the 
uterus, tumors, ovaritis, syphilis or defective 
female sex hormone activity, as each cause has 
its own appropriate method of treatment. 
For the correction, however, of the tubal type 
which has resulted from occlusion of both tubes 
from any cause, much difficulty and uncertainty 
have been encountered. With the former meth- 
ods of opening occluded tubes whether by fili- 
forms, Rubin’s insufflation method or the injec- 


tion of lipiodol, there has been no assurance, 
that after having opened the tubes, they would 
remain patent for any appreciable length of 
time. 

As my past experience, with the above-men- 
tioned methods, has not been satisfactory; I 
have arrived at the conclusion that any method 
that does not insure patency of the tubes for 
a definite period, at least ten to fourteen days, 
is most likely to result in reclosure of the tubes. 
This led me to attempt a method of maintain- 
ing the patency of the affected tubes for a defi- 
nite length of time with certainty. 


The typical case in which the operation is 
particularly applicable is one in which the pa- 
tient has been married for several years and 
has never been pregnant. <A uterotubogram is 
done as a check-up to prove that the uterus is 
well filled and both tubes are completely oc- 
eluded and no spill of lipiodol is evidenced in 
the peritoneal cavity. 


OPERATION : Under general anesthesia a dilata- 
. tion and curettage is performed, particular stress 
must be laid on a careful and complete dilata- 
tion. <A large sized rubber catheter (size 24) 
is introduced into the uterine cavity, care be- 
ing taken that it has passed the internal os, and 
is then anchored to the cervix with one catgut 
suture. The catheter must be long enough to 
extend well out of the vulva. The distal end is 
fixed to the thigh with a strip of adhesive. The 
vulva is covered with sterile gauze. 

*Herr, Edward A.—Gynecologist, St. Mary’s Hospital, Water- 


bury, Connecticut. For record and address of author see ‘This 
Week’s Issue,’’ page 709. 





Through a low median incision, the peritoneal 
cavity is now entered. The uterus is lifted into 
view with a uterine elevator and the tubes ex- 
amined and freed of adhesions. The fimbriated 
end of one tube is held with thumb forceps and 
the tip of a 20 ec. Luer’s syringe inserted. A 
catgut ligature may be tied around the tip of 
the syringe over the fimbriated end of the tube 
to prevent leakage, if necessary. The tube is 
now dilated under forced air pressure until air 
is heard entering the uterus. The dilatation 
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DESCRIPTION OF FIGURE 1. 


A. Umbilicus. 

B. Symphysis pubis. 

C. Bladder. 

D. Uterus. 

E. Rectum. 

F. Large rubber catheter, No. 24, anchored to cervix, 
extending through internal os uteri. 

G. Anchor suture of tube in cervix. 


and 


of the tube is readily visible as the forced air 
pressure progresses along the calibre of the tube 
toward the cornu. After removing the syringe, 
a small-sized infant catheter is inserted 2 em. 
into the fimbriated end of the tube and tacked 
with a no. 00 catgut suture. The same process 
is repeated on the other tube. Stab wounds are 
made through the abdominal wall and the 
catheters are brought out extra-abdominally at 
locations opposite the normal positions of the 
fimbriated ends of the Fallopian tubes. The 
catheters are anchored to the skin with catgut 
sutures, care being exercised to avoid undue ten- 
sion. 


A one per cent mereurochrome solution is 
forced into the catheters, through the Fallopian ’ 
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tubes, into the uterine cavity and appears at 
the mouth of the large cervical catheter extend- 
ing from the vulva and attached to the thigh, 
thereby demonstrating the patency of the tubes. 
The abdomen is now closed. Gauze dressings 
are applied in such a way that future instilla- 
tions of mercurochrome might be made without 
taking down the abdominal dressings. This com- 
pletes the operation. 

De Edward A Herr 
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DESCRIPTION OF FIGURE 2. 


Self-retaining retractor. 

Corpus uteri. 

Uterine elevator. 

Fallopian tube. 

Syringe injecting air, and dilating Fallopian tube. 

Small rubber catheter, anchored in Fallopian tube. 

Syringe injecting mercurochrome (or methylene blue) into 
small rubber catheter, connecting with Fallopian tube, 
uterus, and large rubber catheter, attached to thigh. 

I. Anchor suture in Fallopian tube. 

J. Large rubber catheter, anchored to cervix. 


QW > 


~ 


AES 


Leal 


The after-treatment consists of alternating 
daily instillations of the abdominal catheters 
with mercurochrome solution and sterile olive 
oil. The olive oil is used on alternating days 
for the purpose of acting as a lubricant to pre- 
vent irritation of the epithelial mucosa of the 
Fallopian tubes and avoid adhesions and re- 
currence of occlusion. On the tenth day the 
cervical tube is withdrawn and on the fourteenth 
day the abdominal tubes are removed. As a 
check-up, for patency of the tubes, a utero- 
tubogram is taken one month after the opera- 
tion. 

The technic of the operation is applicable to 
all eases in which both tubes are found to re- 
spond to the insufflation air method, as de- 





scribed, with a Luer’s syringe. In these cases 
it will be observed, as the air enters the fimbri- 
ated end, the Fallopian tube visibly dilates and 
the progress of the dilatation can be followed 
along the tube until the rush of air is audible 
in the uterus. This is followed by the injec- 
tion of mercurochrome, which is a reasonable 
demonstration that the patency test is positive. 
Where both tubes respond to this procedure, we 
have the ideal case for the operation, which 
after having been successfully performed, justi- 
fies us in feeling that the cause of sterility, 
due to occlusion of the tubes, has been over- 
come. 


However, after opening the abdomen and at- 
tempting the insufflation test of the tubes, it 
may be found that either one or both tubes may 
not respond to the test, owing to atrophy or 
sealing of the lumen of the tubes due to pre- 
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DESCRIPTION OF FIGURE 3. 


Umbilicus. 

Abdominal incision. 

Gauze dressing. 

Small rubber catheter from right fimbria. 
Syringe for daily injection. 

Symphysis pubis. 

Puncture wound for small catheter. 
Large rubber catheter sutured to cervix. 


RANE DAM> 


vious inflammation. If one tube responds to 
the test, it may be considered, as a case for the 
operation, as one patent tube is all that is neces- 
sary to transmit the ovum to the uterus for 
pregnancy. 

In extreme cases it may be found impossible 
to dilate either tube under air pressure or to 
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force mercurochrome solution into the uterus. 
In such cases careful inspection of both tubes 
will elicit the fact that the occlusion of the 
tubes frequently occurs distally to the uterine 
cornu. 
cornu, where the tube or tubes will be found nor- 
mal. In such eases access into the lumen of the 
tube may be gained by a small puncture inci- 
sion in the vicinity of the cornu of the uterus 
into which the tip of the infant catheter is in- 
serted and the after-treatment instituted in the 
same manner as when the infant catheter is su- 
tured into the fimbriated end of the Fallopian 
tube. 


In three cases in which I have performed this 
operation, hysterosalpingography preoperative- 
ly showed both tubes in each patient completely 
occluded and a positive diagnosis of complete 
sterility was made. The technic of the opera- 
tion as deseribed was used successfully and one 
case cooperated with the follow-up of the utero- 
tubogram. A lipiodol injection, three months 
postoperative of this case, showed a normal fill- 
ing of the lumina of both tubes with a moderate 
amount of spill in the peritoneal cavity in the 
region of both the right and left fimbriae. 


ConcLusions: (1) A new operation for 
sterility has been devised, (2) the series of cases 
is too short to draw final deductions and is of- 
fered as a preliminary report, (3) in one case 
in which the operation was used the tubes re- 
mained patent for three months. 


PERSONAL HISTORY 
Case No. 1. 


Name: Mrs. L. C. 
Case No.: 2670. Date: 5-8-33. Dr.: Edward A. 
Herr. 


Final diagnosis: To be recorded when determined— 
Sterility. Left salpingectomy. Right tubal occlusion. 


Age: 42. Sex: F. Race: W. S. M. W. yrs.: 
Divorced. Adm.: 4-16. Dis.: 4-17-32. Occupation: 
Factory employee. 


Family History: Age—Health, if living, or cause 
of death—Note especially hereditary or infectious 
diseases: 


Father: 42. Died, nephritis. 

Mother: 52. Cardiac disease cause of death. 
Brothers: None. 

Sisters: 2. Both living and well. 


December 6, 1923. Left tubal ectopic pregnancy. 
Operation, left salpingectomy. Dr. Edward J. God- 
frey, St. Mary’s Hospital. 

January 2, 1926. Has never been pregnant aside 
from ectopic. Question of sterility. 

January 3, 1926. My office, Rubin’s 
(oxygen test) negative. 
sion right tube. 

January 12, 1926. “Sterility operation” on right 
tube. Dr. Edward A. Herr, St. Mary’s Hospital. 

December, 1926. Divorced. 

April 5, 1932. Office consultation regarding sterili- 
ty. Desires to marry again and wishes to bear 
children. 

April 16, 1932. 


insufflation 
Diagnosis: Sterility, occlu- 


Uterotubogram, St. Mary’s Hospi- 


There is a section, close to the uterine: 





tal. Right tube patent and spill visible in peritoneal 
cavity. 

April 17, 1932. Uterotubogram: Right tube patent 
but not visible; marked evidence of lipiodol in right 
pelvic peritoneal cavity. Left pelvic peritoneal cav- 
ity no evidence of lipiodol. 

April 20, 1932. Diagnosis; the uterus and right 
tube are patent. ‘ 

May 5, 1933. Follow-up: Patient has not married 
on account of financial depression. ‘Will not consent 
to uterotubogram for same reasons. 


Conclusions: Tube patent six years postoperative. 
Signed Epwarp A. HERR. 





PERSONAL HISTORY 
CaAsE No. 2. 


Name: Mrs. A. P. 
Case No.: 1680. Date: 5-8-3383. Dr.: Edward A. 
Herr. 


Final diagnosis: To be recorded when determined— 
Sterility. Occlusion both tubes. 


Age: 25. Sex: F. Race: W. M.yrs.: 6. Adm.: 
3-28. Dis.: 4-12-32. Occupation: Housewife. 


March 20, 1932. History. Married six years, never 
pregnant. 

March 23, 1932. 
cluded. Diagnosis: Sterility. 

March 29, 1932. “Sterility operation.” 
Edward A. Herr, St. Mary’s Hospital. 

June 29, 1932. Uterotubogram; both tubes patent, 
spill in peritoneal cavity. 

May 6, 1933. Follow-up: Personal call by operator 
at patient’s address. Advised by Mrs. G., with whom 
patient had formerly lived. The patient had moved 
to Canada six months ago. One letter had been re- 
ceived from patient shortly after arrival in Canada 
and there was no report of pregnancy at that time. 


May 8, 19338. Conclusions: “Sterility operation,” 
followed by patent tubes three months postopera- 
tive. 

This is the case referred to in my manuscript. 


Uterotubogram; both tubes oc- 


By Dr. 


Signed Epwarp A. Herr. 





PERSONAL HISTORY 

CASE No. 3. 

Name: Mrs. M. C. 

Case No.: 1677. Date: 5-8-33. Dr.: Edward A, 
Herr. 

Final diagnosis: To be recorded when determined— 
Sterility. Occlusion both tubes. 

Age: 25. Sex: F. Race: W. M. yrs.: 5. Adm:: 
3-28. Dis.: 4-16-32. Occupation: Housewife. 


March 28, 1923. 
never pregnant. 

March 29, 1932. Uterotubogram showed both tubes 
occluded. Diagnosis: Sterility. 

March 30, 1932. “Sterility operation.” Right tube. 
Left salpingectomy performed due to pathology. 
Dr. Edward A. Herr, St. Mary’s Hospital. 

May 1, 1932. Patient refused to codperate by not 
consenting to report to the hospital for uterotubo- 
gram. 

May 6, 1932. Personal call by operator at address 
of patient. Patient has lived at this address for 
several months. Present address unknown. Land- 
lord knows nothing of the whereabouts of the 
patient. 

May 8, 1932. Conclusions: Sterility operation on 
right tube March 30, 1932. Follow-up impossible 


History, married five years and 


on account of change of address of patient. 


Signed Epwarp A. Herr. 
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DISCUSSION BY DR. E. A. BULLARD, 
NEW YORK CITY 


No method has yet been invented which can be 
depended upon to maintain the patency of an oc- 
cluded tube which has been opened by surgery. 
Strands of catgut, silk or filiform bougies have been 
left in the tubal lumen for varying periods of time, 
but in a day or two after their removal a Rubin 
tubal insufflation will find the tube closed almost 
invariably. In a small series of tubal resections I 
attempted to maintain the patency I had established 
with indwelling filiform bougies by daily Rubin in- 
sufflations after removing the bougies but in no case 
did the tubes remain patent over three days. 





The milder types of salpingitis in which the lu- 


men can be re-opened by the air insufflation of a 
hand syringe would seem to be the more promis- 
ing cases for Dr. Herr’s technique. 

Perhaps the tubal catheters should be left in three 
weeks to allow ample time for the subsidence of 
tubal congestion, for if that is still present the 
lumen will be likely to close when the irrigations 
are stopped. I would be inclined to sew in the 
catheters with 40 day chromic catgut fearing that 
00 plain gut might absorb and release them in a 
week. Possibly two irrigations daily will be neces- 
sary to prevent closure. 

This is an ingenious experimental procedure with 
a certain amount of obvious risk of infection, but 
which might succeed in establishing tubal patency 
where other methods would fail. 


<i 
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APLASTIC ANEMIA FOLLOWING THE TREATMENT 
OF LUPUS ERYTHEMATOSUS WITH GOLD SODIUM 
THIOSULPHATE; WITH REVIEW OF THE LITERATURE OF 
THE HEMATOLOGICAL REACTIONS 
FOLLOWING GOLD THERAPY* 


BY WILLIAM DAMESHEK, M.D.t 


PLASTIC anemia represents pathologically 

a condition in which the bone-marrow be- 
comes incapable of further cellular growth. 
Since the marrow is the site of the production 
of all of the red blood eells, all of the blood 
platelets, and about 70 per cent of the white 
blood eells, not only does a striking anemia de- 
velop but there is a marked leukopenia and an 
almost complete absence of blood platelets. In 
certain instances, the disease is said to be ‘‘pri- 
mary’’ or idiopathic, arising de novo without 
any apparent etiological factor. However, in- 
stances of ‘‘primary’’ aplastic anemia appear 
to be diminishing as more and more substances 
become implicated as the direct cause of the 
bone-marrow aplasia. Thus, in recent years ben- 
zol, arsenic, arsphenamine, roentgen rays, and 
radioactive substances have been incriminated. 


Various salts of gold have been used for some 
years in the treatment of pulmonary tuberculo- 
sis. More recently, these preparations, particu- 
larly gold sodium thiosulphate, have been used 
in the treatment of lupus erythematosus, which 
may be of tuberculous origin. In France, va- 
rious compounds of gold have recently been used 
in the treatment of arthritis. Some of the 
preparations of gold which have been in com- 
mon use are krysolgan (4 amino-2 auro-thio- 
phenol carbonic acid) ; sanocrysin (sodium auro- 
thiosulphate) ; chrysalbine (sodium and gold 
thiosulphate) ; thiochrysine (sodium and gold 
thiosulphate) ; allochrysine (sodium aurothio- 
propanol sulphate) ; aurothioglucose, chrysiodal, 
and gold sodium thiosulphate. Krysolgan is 

*From the Medical Clinic and Department of Pathology, 
Beth Israel Hospital, Boston. 

This case was reported in part in a previous paper, “Some 


Types of ‘Primary’ Anemia and Their Treatment.” N. E. J. 
Med. 205:1093 (Dec. 3) 1931. 

+Dameshek, William—Associate Physician, Beth Israel Hos- 
pital. For record and address of author see ‘‘This Week’s 
Issue,’’ page 709. 





used extensively in Germany, sanocrysin in the 
Seandinavian countries, and gold sodium thio- 
sulphate in the United States. The rest of the 
preparations find their principal use in France. 
Although such reactions as fever, dermatitis, 
stomatitis, albuminuria and purpura had been 
reported following the use of gold, it was not 
until 1932 that a series of articles published in 
the French literature, stressed its deleterious 
effects on the blood-forming organs. 

In the case reported below, a woman pre- 
senting the typical lesions of lupus erythemato- 
sus was given nineteen intravenous injections of 
gold sodium thiosulphate (totalling 1.7 Gm.) 
within a period of about five months. At about 
the time of the last injection, symptoms refer- 
able to anemia first developed and shortly there- 
after she presented the typical clinical and 
hematological features of aplastic anemia. She 
was given sixteen transfusions of blood within 
a period of nine months, but at no time did she 
show any signs of regenerative activity on the 
part of the bone-marrow and finally she died. 

Although there is no absolute evidence in this 
ease that the intravenous injections of gold so- 
dium thiosulphate bore anything but a tem- 
poral relationship to the aplastic anemia, it was 
felt by the physicians who saw the patient that 
the drug was of direct etiological significance. 
The case is therefore reported with the pos- 
sibility in mind that other similar cases may be 
observed. The literature bearing on the subject 
is reviewed and critically analyzed. 


REPORT OF CASE 


Edna S., B. I. H. 8312, a twenty-five year old 
housewife, entered the Beth Israel Hospital Septem- 
ber 30, 1930 complaining of weakness of two months’ 
duration. Until the present illness, she had always 
been well. On February 26, 1930 she came to the 
Outpatient Department where the diagnosis of lupus 
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erythematosus, discoid type, was made in the Skin 
Clinic. She had noticed the eruption on her face 
in December, 1929 and since then it had gradually 
spread. At the time of the first examination, the 
front of the nose and the adjacent portion of the 
right cheek were involved with red, scaling, sharply 
defined lesions in which were present a few small 
follicular plugs. She was at once given an intra- 
venous injection of 0.050 Gm. of gold sodium thio- 
sulphate. This was followed by slight transitory 
stiffness about the left knee, and the next dose was 
accordingly reduced to 0.025 Gm. In succeeding 
weeks, the dosage was gradually increased to 0.100 
Gm. The lesions began to clear almost immedi- 
ately, becoming fainter and flatter. On April 2, 1930 
after five injections, she complained of pain in the 
left arm and shoulder and on April 9, because the 
pain persisted, she was given a careful physical 
examination in the Medical Clinic. Nothing ab- 
normal was found. Routine hemoglobin tests and 
blood-smear examinations were within normal limits. 
Since dental x-rays demonstrated areas of absorp- 
tion and diminished density below the roots of three 
teeth, these were extracted without untoward effect. 
However, at about this time (early May, 1930) the 
skin of the hands and forearms presented an itchy 
rash, became rough and scaly, and finally desqua- 
mated. The patient felt rather weak and remained 
in bed for twelve days. Despite these symptoms, 
the weekly intravenous injections of gold were 
continued, the last dose being given on Angust 6, 
1930. At this time, the lesions of lupus erythemato- 
sus had entirely disappeared and the patient was 
discharged from the Skin Clinic. 

Within a week after discharge, however, the pa- 
tient noticed increasing weakness and developed in 
rapid succession dyspnea, palpitation, severe head- 
ache and progressive pallor. She noticed that slight 
trauma caused large ecchymotic spots on her arms 
and legs. The menstrual flow became greatly in- 
creased. During the next two months there was 
progressive increase in these symptoms and she was 
finally admitted on September 30, 1930 to the Beth 
Israel Hospital for study by Dr. Albert A. Shapira. 

Examination on admission disclosed a weil-devel- 
oped and nourished, but very pale, woman. Two 
small pin-point petechial spots were noted on the 
mucous membrane of the hard palate, and fading 
ecchymotic areas were present over the extremi- 
ties. There was no hepatic or splenic enlargement. 
A few slightly enlarged cervical lymph-nodes were 
felt. The temperature was 100°F., the pulse 120 
per minute. 

Several urine and stool specimens were normal. 
Blood studies disclosed marked anemia: hemoglobin 
45 per cent (Sahli); red blood cell count 1,970,000; 
leukocyte count 3200; blood platelets 10,000 per 
cu. mm. The red blood cells, despite the marked 
anemia, were practically normal in appearance, 
round, and without achromia. Differential count of 
the white blood cells showed a marked relative 
lymphocytosis: neutrophiles 16 per cent, !ympho- 
_ cytes 79 per cent, monocytes 5 per cent. There was 
no polychromatophilia and reticulocyte count was 0.3 
per cent. Only a rare blood platelet was seen. Bleed- 
ing time was at first normal, four minutes; clotting 
time (3 test tube method) fifteen minutes: the clot, 
however, did not retract after fifteen hours. The 
fragility test was normal, hemolysis beginning at 
.40 per cent of sodium chloride and becoming com- 
plete at .38 per cent. Icteric index was 6. 

The marked reduction in (1) the red blood cells, 
(2) the polymorphonuclear neutrophiles and (3) the 
blood platelets was indicative of either a destructive 
or an aplastic condition of the bone-marrow, since 
all three elements of the marrow were involved. 
The normal or slightly elevated color index, the 





normal size and shape of the red cells and the ex- 
treme reduction in blood platelets were consistent 
with a diagnosis of aplastic anemia. 

On October 4, biopsy of the sternal bone-marrow 


was done. This showed almost complete aplasia, 
with replacement by fat cells. (Fig. 1.) Only a 
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FIGURE 1. Photomicrograph of section of bone. marrow 
removed at biopsy from sternum X 240.* Note that a few 
cellular islands still remain in the midst of large numbers 
of fat cells. 


few small areas of blood formation were present, 
and in these a few normoblasts and an occasional 
cell of the myeloid series was demonstrable. Be- 
tween the fat cells, the reticular cells (histiocytes) 
of the marrow were prominent. These generally 
contained moderate amounts of hemosiderin. No 
megakaryocytes were seen. 

A section of the skin removed at the time of the 
sternal biopsy showed no evidence of deposition of 
gold particles. The anemia rapidly became more 
marked so that on October 5, 1930 she was given the 
first transfusion of blood. This resulted in only a 
temporary alleviation of the symptoms so that it 
soon became necessary to transfuse at approximate- 
ly biweekly intervals. In all, sixteen transfusions 
were given. Each transfusion gave immediate re- 
lief and increased the red blood cell count by 600,000- 
700,000 per cu. mm., and the blood platelet count 
about 50.000 per cu. mm. However, within two 
weeks after this measure, the patient would again 
appear at the hospital, almost exsanguinated, bleed- 
ing from various sources, and complaining of marked 
palpitation of the heart and severe headache. Red 
blood cell counts at these times showed figures 
ranging from 1,000,000 to 1,800,000 per cu. mm. It 
was noted that the above symptoms usually reap- 
peared when the red blood cell count fell below 
1,900,000 per cu. mm. 

On October 18, she was given 10 ec. of whole 
boiled milk intramuscularly, and shortly thereafter 
a series of four x-ray treatments in “stimulating” 
doses over the long bones. Six vials of liver extract 
(Lilly No. 343) were given daily from October 5 to 
November 23. These measures had no apparent ef- 
fect on the blood-picture. 

In spite of the oft-repeated transfusions, the pa- 
tient gradually grew weaker, developed minor in- 
fections of the skin and severe subcutaneous hemor- 
rhages. She entered the hospital for the last time 
on April 15, 1931 because of severe abdominal pain 


*Editor’s note: 


This illustration has been slightly reduced. 
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and vomiting. Several subconjunctival hemor- 
rhages and a peculiar grayish-yellow pallor to the 
skin gave her an awesome appearance. Another 
transfusion of blood was given and was immediate- 
ly followed by a marked reaction characterized by 
high fever, angioneurotic edema, asthma, and hemo- 
globinuria. On the following day, another transfu- 
sion was given. Three days later, she developed 
cough and pain in the left chest. Examination dis- 
closed a pleural friction rub in the left axilla and 
numerous crepitant rales in the left midchest poste- 
riorly. She became comatose and died on April 21, 
1931, permission for autopsy not being obtained. 
Death occurred approximately nine months after 
onset of anemia. During the last seven months of 
this period, the patient’s life was prolonged by a 
series of sixteen transfusions of blood. 


DISCUSSION 


Aplastic anemia was first described and named 
in 1888 by Ehrlich! who felt that the anemia 
was due to a failure of bone-marrow growth 
after hemorrhage. This view was subsequently 
modified by Engel? and Hirschfeld* who ree- 
ognized the purely degenerative (rather than 
“‘aregenerative’’?) changes in the marrow. 
Frank* called the disease ‘‘aleukia hemor- 
rhagica’’ and claimed that it was a clearly de- 
fined disease entity, a ‘‘primary’’ disorder of the 
marrow (‘‘panmyelophthisis’’) arising sui gen- 
eris. This view has of necessity been modified 
since the publication of typical cases of aplastic 
anemia in which the etiological agent was read- 
ily discernible. Thus aplastic anemia caused 
by benzol was first described in 1897 by Santes- 
son’, and in this country by Selling®. Later, 
arsphenamine became implicated (Gorke’) and 
since then many cases have been recognized’. The 
x-rays®, radium’? and radioactive materials™ 
were found to cause the typical picture as were 
certain of the heavy metals such as mereury 
and silver’*. Thus, although the earlier cases 
of aplastic anemia were almost all reported as 
idiopathic, those of recent years have usually 
been stated to be due to some readily defined 
etiological agent. 

In 1917 Carvadias and Monpharrato' re- 
ported the use of intramuscular injections of 
colloidal gold in the treatment of chronic myel- 
ogenous and lymphatie leukemia*. The white 
blood cell count became moderately reduced in 
three of the five cases reported. No observa- 
tions of the red blood cell or platelet counts 
are recorded. Reactions following the use of 
gold salts have been reported since this form 
of therapy was first introduced. Towle** in re- 
viewing 451 cases treated with gold found that 
some sort of reaction occurred in about one 
case of every six treated. Driver and Weller’® 
have classified the reactions as immediate (ana- 
phylactic, mild fever and headache, metallic 
taste in the mouth, foreign-protein reaction), 
and delayed toxic. The latter, which occur usu- 


*I am indebted for this reference to the kind interest of 
Dr. George R. Minot, who saw the above-mentioned patient 
in consultation. 





ally after the second injection, may be mani- 
fested as fever, headache, nausea, vomiting, 
malaise, albuminuria, stomatitis, hepatitis, en- 
teritis and dermatitis exfoliativa. There may 


be ‘‘toxie effects on the blood-vessels’’ with re- 


sultant stomatitis, hemoptysis, epistaxis, and 
menorrhagia. There is no mention in this re- 
view of cases which presented some type of 
‘*blood’’ reaction, i.e., anemia, thrombocytopenic 
purpura or agranulocytosis. However, in 1932, 
seven cases with severe hematopoietic reactions 
were reported in the French literature. 

Emile-Weil and Bousser’™® cite Kate Franken- 
thal as having reported (1919) the first cases 
of aurie purpura. Stuhl’? in 1924 concluded 
that gold was a eapillary poison and as such 
tended to cause bleeding. Raimondi and San- 
giovanni!® (1926) and Bonafé and Mollard’® 
(1929) reported hemorrhagic eruptions follow- 
ing the use of gold salts. The first case, how- 
ever, in which there was definite injury to the 
hematopoietic elements was reported by Emile- 
Weil”? in 1931. (Table I.) In this ease, in 
which two doses of ‘‘chrysalbine’’ (0.3 Gm.) 
had been given, epistaxis, hematuria, and ecchy- 
mosis occurred. The red blood cells and leuko- 
eytes were unaffected but the blood platelets 
were reduced to 50,000 per cu. mm. The pa- 
tient recovered after a transfusion of blood was 
given. 

Jaecquelin and Allanic** in 1932 reported as 
‘‘aoranulocytosis’’ a typical example of aplastic 
anemia following the use of chrysalbine. Achard, 
Coste, and Cahen”? reported two cases in the 
same year. The second case, although reported 
as ‘‘purpura hemorrhagica’’ also presented the 
typical features of aplastic anemia (marked 
anemia, leukopenia, and thrombocytopenia). 
Their first case, marked by a striking diminu- 
tion in white blood cells, was classed as ‘‘agran- 
uloeytosis’’ and probably falls into that group, 
although the blood platelets were also somewhat 
diminished (140,000 per cu. mm.). This ease 
recovered following the use of adenine sulphate 
intravenously. Laignel-Levastine and Reyt’* re- 
ported a case of ‘‘purpura hemorrhagica”’ fol- 
lowing the use of ‘‘allochrysine’’. Since the 
hemoglobin, erythrocyte, and leukocyte counts 
were all diminished, this case also appears to be 
a mild example of aplastic anemia (hypoplastic 
anemia) rather than of purpura hemorrhagica. 

Angéras and Ginsbourg** reported a case of 
‘‘aleukia hemorrhagica (agranulocytosis) ’’ fol- 
lowing the use of ‘‘chrysalbine’’. In this case 
as well, the diagnosis of aplastic anemia must 
be made since there was extreme reduction in 
red blood eells, leukocytes (500 per cu. mm.) 
and, probably in blood platelets (numerous hem- 
orrhages). Emile-Weil and Bousser’’, in their 
review of the ‘‘post-aurie hemorrhagic states’’ 
report four cases in which hemorrhagic reae- 
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tions occurred. Two of these cases are palpably 
not ‘‘blood’’ cases being concerned with re- 
peated hemoptyses following the use of gold 
preparations for pulmonary tuberculosis. In 
Case 3, there was leukopenia, anemia, and pur- 
purie spots, so that again the diagnosis of 
aplastic anemia appears justified. Case 4 of 
this paper is the same as that previously re- 
ported by Emile-Weil®° noted above. 

In addition to these cases, Chevallier, in dis- 
cussing the case of Jacquelin and Allanic”’, 
stated that he had seen several similar, though 
milder cases following gold therapy. Emile- 
Weil’® at the same meeting stated that he had 
recently observed two similar cases and that 
gold could produce a series of myelotoxie states 
such as purpura, agranulocytosis, and aplastic 
anemia. Coste, Forestier, and Bourderon”® 
listed among the accidents which might follow 
the use of intravenous gold therapy the follow- 
ing: cutaneous, general (‘‘grippe’’), nervous; 
**foeal’’; and finally hematological. Lacapére”® 
warned that the necessity of utilizing large doses 
of gold in chronic arthritis might lead to acci- 
dents. He felt that it was necessary to study 
the blood-picture at least bi-weekly and recom- 
mended stopping the injections if the eosinophile 
percentage reached 6 or over. He noted the 
appearance of petechial spots in three cases when 
the eosinophile count reached 7-10 per cent. In 
another ease, he noted marked diminution in 
lymphocytes. Griveaud** reported the appear- 
ance of painful joints and purpurie spots which 
later became bullous after two injections of a 
gold preparation for the treatment of lupus 
erythematosus. 

Driver and Weller’s!® case which was diag- 
nosed clinically as acute yellow atrophy of the 
liver, showed the following blood-picture : hemo- 
globin 60 per cent, red blood cell count 2.70 
millions, white blood cell count 5,600. No state- 
ment is made as to the count of the blood plate- 
lets or their estimation from the blood-smear. 
These authors state that Ormsby reported a 
ease of aplastic anemia in 1928 in the discus- 
sion of a paper by Zeisler?® on the reactions 
following the use of gold salts. However, Orms- 
by in the discussion of Driver and Weller’s pa- 
per?’ stated that, although his patient pre- 
sented hematuria and subeutaneous hemor- 
rhages, the postmortem examination revealed 
marked cellular hyperplasia of the bone-marrow. 


It is probable that other cases in which there 
was injury to hematopoietic tissue following 
the intravenous use of gold preparations have 
been observed. It is true that in none of the 
reported cases was there any direct proof that 
the gold salt was the cause of the hematological 
symptoms which followed its use. However, the 
increasing number of cases which are being re- 
ported, their temporal relationship to the treat- 





ments, the appearance of associated symptoms 
of heavy metal poisoning (gastro-intestinal 
symptoms, dermatitis), the fact that they came 
on following the use of various types of gold 
salts testify to the probable etiological rela- 
tionship of the injections of gold salts to the 
various types of blood dyscrasia. At any rate, 
due attention should be paid to painful joints, 
petechial spots and erythematous lesions of the 
skin, particularly if desquamation occurs. In 
the case reported in this paper, although pain- 
ful joints were noted, and although the patient 
developed erythematous, later desquamating le- 
sions of the hands, the treatment with gold was 
continued. The first symptoms referable to 
anemia coincided with the last of nineteen week- 
ly injections of gold sodium thiosulphate. 


Several observers have noted the striking sim- 
ilarities between the reactions following the use 
of arsenic (arsphenamine) and of gold’: 1°, 
Aside from its effect on the skin, liver, gastro- 
intestinal tract, ete., the various preparations of 
arsphenamine have been shown to produee strik- 
ing disturbances of the bone-marrow*®. Thus 
when the entire marrow is involved aplastic 
anemia results with severe anemia, leukopenia, 
and thrombocytopenia. However, the effect on 
the marrow may be selective so that only the 
leukopoietic elements are involved (agranulocy- 
tosis) or the megakaryocytes affected (throm- 
bocytopenie purpura). The same types of bone- 
marrow reactions have been noted following 
gold therapy. Thus the case of Jacquelin and 
Allanic?!, the second case of Achard, Coste and 
Cahen**, the eases of Laignel-Levastine and 
Reyt?* and of Angéras and Ginsbourg”‘, and the 
third ease of Emile-Well and Bousser’® are typi- 
eal examples of aplastic anemia of varying se- 
verity. Emile-Weil’s case reported in 1931°°, 
may be classified as thrombocytopenic purpura 
since it showed extreme reduction in the blood 
platelets, although the red cells and white cells 
were unaffected. The first case of Achard, Coste, 
and Cahen®? may be classed as ‘‘agranuloeyto- 
sis’’ since the white blood cells were conspicuous- 
ly affected (W. B. C. 1200, polymorphonuclear 
cells 5 per cent) while the red blood cell count 
was normal. This case reacted well to adenine 
sulphate given intravenously. 


SUMMARY 


A ease of aplastic anemia which followed the 
administration of gold sodium thiosulphate for 
the treatment of lupus erythematosus is re- 
ported. The patient died although sixteen trans- 
fusions of blood were given. 

The literature of the hematological reactions 
following the use of the various gold compounds 
is reviewed. Although there has been as yet no 
absolutely conclusive evidence that gold has a 
direct toxie effect on the bone-marrow, the oc- 
currence of. similar cases with various types of 
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vold salts is indicative of an etiological relation- 
ship. 

The hematological reactions which occasion- 
ally follow the administration of arsphenamine 
and gold are similar in nature. Thus aplastic 
anemia (complete bone-marrow involvement) ; 
thrombocytopenic purpura and agranulocytosis 
(selective bone-marrow involvement) may oc- 
cur with both forms of therapy. Due attention 
should therefore be paid to possible alterations 
in the blood cells during the administration of 
both arsphenamine and gold. 
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THE NEOPLASTIC FACTOR IN CHRONIC 
ULCERATIVE COLITIS* 


BY JOHN C. M. BRUST, M.D.,t 


SPECIMEN illustrating the pathologie le- 
sions of chronic ulcerative colitis was ex- 
hibited by Sir William Allechin in 1885 before 
the London Pathological Society. This is the 
first record of this disease being recognized as a 
pathologie entity. The lesions were rather ac- 
eurately described by Hale White in 1888. An 
excellent, although brief, discussion of the ul- 
cerative stage of the disease was presented by 
Smith in 1925 and a more detailed study by 
Lynch and Felson in the same year. 

Many years ago, Virchow ealled attention to 
the lesions that he designated as ‘‘eolitis polyp- 
osis ecystica,’? but it was not until recently 
_ that a connection between this cystic, polypoid 
condition of the colon, and the disease now 
known as chronic ulcerative colitis, was demon- 
strated. In 1930 Bargen and Comfort called at- 
tention to the frequeney with which a polypoid 
condition follows ulcerative colitis, and in a re- 
view of 693 cases they noted the ultimate pres- 
ence of polyps in ten per cent. They also il- 


*Read before the Springfield, 
Medicine, November 14, 1933. 
+Brust, John C. M.—Fellow in Proctology, The Mayo Founda- 


tion for Medical Education and Research, Graduate School, 
University of Minnesota. Bargen, J. Arnold—Associate in 


Massachusetts, Academy of 


Section of the Division of Medicine, The Mayo Clinic. For rec- 
ords and addresses of authors see ‘‘This Week’s Issue,’’ page 
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AND J. ARNOLD BARGEN, M.D. 


lustrated how neoplasms occurred in chronic 
ulcerative colitis and advanced as a possible hy- 
pothesis a sequence of events following through 
the phases of ulcerative colitis, the development 
of adenomatous polyps, and in some instances 
the malignant change of these polyps. This hy- 
pothetic sequence of events stimulated us to a 
more intensive investigation of the gross and 
microscopic changes in the colons of patients . 
with this form of colitis. 


The specimens were obtained from the Seec- 
tions on Surgical Pathology and Pathologic 
Anatomy of The Mayo Clinic and consisted of 
the following: (1) colons obtained by resection 
and at necropsy, collected during ten years, rep- 
resenting forty-three patients who had suffered 
from chronic ulcerative colitis in its various 
phases; (2) a small number of specimens re- 
moved for study at the time of proctoscopy. 
These latter specimens included polypoid excres- 
cences noted in cases in which the disease was 
advanced or recurrent, or in which healing had 
taken place. 

Tremendous strides have been made toward 
the successful care of patients with chronic ul- 
cerative colitis, and a progressive decrease in 
surgical intervention has taken place. Hence, 
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material for study has grown scanty in recent 
years as the distribution charted in table 1 
shows. 








TABLE 1 
SPECIMENS OBTAINED IN RECENT YEARS 
Specimen 1923 1924 1925 1926 1927 1928 





Obtained by resection 0 gf 0 0 2 ii 
Obtained at necropsy 12 12 4 4 5 2 








In this investigation the specimens in which 
the earliest stages of the disease were repre- 
sented were obtained from those unfortunate 
patients in whom, following some unrelated op- 
erative procedure, there developed a rapid, ful- 
minating type of acute ulcerative colitis, with 
bloody diarrhea, wasting and dehydration, and 
who, despite all measures, succumbed in a short 
time. Such tragic occurrences are fortunately 
rare, but the material obtained at necropsy of- 
fered a splendid opportunity for study of the 
lesions in the early stages of the disease. 

Buie and Bargen recently have accurately de- 








FIG. 1. <A shallow, ulcerated region. The mucosa on the 
side appears as a tufted projection which might easily be called 
polypoid. 


scribed the pathologic changes which occur in a 
colon during the development of chronic ulcer- 
ative colitis. Our purpose here is to describe 
the sequence of formation of polyps, and to sug- 
gest the probable relationships that exist be- 
tween massive colitis and the neoplastic dis- 
ease which occasionally occurs in these eases. 
To that end we have selected specimens illus- 
trating various phases of this disease and its 
sequelae. Innumerable similar specimens have 
been observed in many eases. 

Microscopie study of sections of the acutely 
diseased colon revealed intense inflammation of 
the entire thickness of the intestinal wall, with 
disseminated hemorrhages. A few early abscess- 
es of rather superficial type were noted, and in 
many instances these cup-like areas of mucosal 
denudation had, at their periphery, ridges and 
tufts of fairly intact mucous membrane. It is 








to these tufted pseudo-projections that we wish 
to direct attention. These abscesses, bounded as 
they are by more or less intact mucosa, tend, by 
their very act of ulcerating, to produce tufts on 
the sides which on superficial examination ap- 
pear as the usual adenomatous polyps but which 
on more careful study rarely give evidence of 
true adenomatous hyperplasia (fig. 1). 


It is our belief that at first this piling up of 
tissue is not the result of a true response, by 
hyperplasia, of adenomatous tissue. In prac- 
tically all instances, during the stages of abscess 
and ulcer, we noted tag-like tufts of highly in- 
flamed mucosa between which were ulcers. 


The secondary changes in chronic ulcerative 
colitis may be divided into two phases. First, 
there is the truly healed colon, presenting the 
picture described by Buie, of pock-like sears, 
with thickening and contraction of the wall. 
Secondly, there is the variety of change, repre- 
sented by remissions and the local complications, 
such as strictures, polypoid tags, true adeno- 
matous polyps and carcinoma. No two pictures 
are ever the same. All types of distortion and 
secondary infection may be noted, and, as has 
been mentioned, adenomas and more rarely ear- 
cinomas may gravely complicate the picture. 


The reason for distortion of the mucosa in a 
case of chronic ulcerative colitis of long stand- 
ing is easily appreciated after detailed study of 
sections from the colon obtained at necropsy. 
Nodular tags, shreds of thickened tissue, bridges 
of undermined mucosa, and long, polypoid tufts 
(fig.2) are common. Some polyps are large and 
have a stalk but give no evidence of adenomat- 
ous hyperplasia (fig. 3). Others are small and 
more sessile (fig. 4). 

Bridging of the mucosa was frequently ob- 
served. This merely represents failure of com- 
plete separation of a mucosal tag at both ends. 


True adenoma is observed as a sequel to these 
changes in some eases of chronic ulcerative co- 
litis. It is a later complication and tends to 
manifest itself as the afflicted colon slowly rids 
itself of the original disease. Then the tufts of 
mucous membrane, in what is apparently a re- 
eenerative effort, begin to give evidence of true 
and easily demonstrable hyperplasia. They may 
project into the lumen, dragging the submucosa 
with them, ultimately developing stalks. They 
are always sites of inflammatory reaction, and 
in many instances, especially at their tips, give 
evidence of a fairly rapid and poorly controlled 
effort at growth. Since they appear in an al- 
ready badly diseased and distorted colon, a dif- 
ferent picture is seen from that of the so-called 
congenital type of polyposis. Here, then, the 
hypothesis that formation of polyps is the re- 
sult of irritation appears well grounded (fig. 5). 

With secondary infection or remission, a not 
infrequent occurrence, it is not difficult to pro- 
phesy the disturbances that may occur when 
there is such glandular proliferation, and as the 
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débris chokes the glands, the ultimate ‘‘ colitis 
polyposis cystica’’ becomes a logical sequence. 


We would again emphasize that true adeno- 
mas are rare following chronic ulcerative coli- 


Specimens were obtained for biopsy also from | tis, as compared with the myriads of small tufts, 


FIG. 2. 
lumen. 
injured. 


A long, 


some of these mucosal tags in eases in which 
chronic ulcerative colitis had undergone healing 
and the patients had returned for clinical ob- 
servation, occasionally years after all active 


FIG. 3. A very large, bulky polyp on a stalk. The mucosa 
is present in patches and the main substance is composed 


of connective tissue. In this large tag there is no evidence 
of adenomatous hyperplasia. 

symptoms of disease had subsided. These tags 
had the gross appearance of adenomatous polyps, 
and microscopically some of them were incon- 
trovertibly true adenomas. 
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polypoid mucosal tag projecting into the 
It is highly inflamed, and its mucosal covering is badly 


tags, and finger-like projections that have here- 
tofore engaged attention. How often they may 
occur in eases in which healing has taken place, 
no one can say. 





FIG. 4. A small polyp, more sessile than that illustrated 
in figure 3. The mucosa shows evidence of disease. The 
glandular hyperplasia of a portion of this tag, however, indi- 
cates activity and an effort toward regeneration is becoming 
apparent. The appearance of the submucosa would easily lend 
support to the thought that the polyp is undergoing a “pull” 
or “tug’’. 


Carcinomatous change in the colon, following 
or during the course of chronic ulcerative co- 
litis, although not frequent is nevertheless a 
tragedy encountered in a small number of eases. 
Occurring, as it does, in younger patients, in- 
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volving multiple regions of the already diseased 
colon, and presenting usually a high grade of 
malignant growth, it presents an essentially 
hopeless outlook. 

It frequently has been observed that adenomas 
of the colon undergoing malignant change tend 
to produce carcinomas, and these may be of the 
lower grades of malignancy. Most of the speci- 
mens of carcinoma following chronic ulcerative 
colitis, seen at the clinic, however, have exhib- 
ited a most virulent and high degree of malig- 
nancy. In some cases a transition from ulcer- 
ative colitis, through adenomatous change, into 
malignancy, has apparently occurred. In most 
cases, too, there has been the tendency of this 





roentgenogram gave evidence of involvement of the 
entire colon, with marked narrowing. The value 
for hemoglobin was 45 per cent. Treatment with 
vaccine prepared from the diplostreptococcus of 
chronic ulcerative colitis, and local treatment for 
the rectal stricture, were undertaken. There was 
some improvement. The man returned home, and 
for several months there was continued change for 
the better, such as reduction in rectal discharges 
and general improvement. 

He returned February 4, 1926, with the history 
that three weeks before there had been an exacer- 
bation of the diarrhea, with much pain, and that 
the perianal fistula had reappeared. On February 
12, ileostomy was performed. Failure was progres- 
sive. Death occurred February 25, and at necropsy 
the following conditions were found: chronic ulcer- 
ative colitis involving the entire colon and the ter- 
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FIG. 5. A long, finger-like projection, with evidence of true 
adenomatous hyperplasia at its tip. 


type of malignant change to involve long 
reaches of the afflicted bowel and to progress in 
a most fulminating manner. We are forced, 
then, to assume that there is a tendency in 
chronic ulcerative colitis toward growth of neo- 
plasms, which in some eases produces small ade- 
nomas and in some instances pursues a ruthless 
course on to malignaney. Whatever this factor 
is, we assume that either its potency is a varia- 
ble one, or else that the individual resistances, 
be they general or local, are widely different in 
their activity. 

The following report illustrates the compli- 
cation of carcinoma. In this case only a few 
small adenomas were found at necropsy, where- 
as a most extensive carcinomatous change of the 
colon existed. 


CasE 1. A man, aged twenty-six years, registered 
at the clinic October 2, 1925. For years he had had 
six or eight watery or liquid stools daily, and blood 
had been mixed with them or passage of blood had 
followed them occasionally. He was underweight 
and asthenic. There was an anorectal stricture, with 
a sinus to the right of the anus. The typical pic- 
ture of advanced, chronic, ulcerative colitis with a 
polypoid mucosa was seen proctoscopically. The 





minal part of the ileum, diffuse carcinoma of the en- 
tire colon, and extensive pericolonic carcinomatous 
lymphadenitis. 


COMMENT 


In a previous report it was observed that in 
2.5 per cent of 800 eases of chronic ulcerative 
colitis carcinoma of the colon developed during 
the period of observation. To evaluate the sig- 
nificance of this figure, we have consulted the 
mortality statistics published by the United 
States Department of Commerce for 1923 to 
1929, inclusive. We found, according to these 
figures, that approximately 0.011 per cent of 
all persons in the United States registration, area 
die of carcinoma involving the intestine, includ- 
ing the rectum. Since the percentage of persons 
who have carcinoma following chronic ulcerative 
colitis is considerably greater than the percent- 
age of persons in the general population who 
die of carcinoma of the intestine, including the 
rectum, the conclusion seems warranted that 
there is a definite carcinogenic factor in chronic 
ulcerative colitis. 

During the years that the 800 cases of chronic 
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ulcerative colitis were observed, the incidence 
of carcinoma of the large intestine among pa- 
tients registering at the clinic was 0.88 per 
cent. 

The study of the pathology in these eases dis- 
closed some enlightening facts. We feel rather 
strongly that the true adenomas following 
chronie ulcerative colitis are subject to the 
same likelihood of malignant change as is any 
type of colonic adenoma. We also feel that the 
formation of adenomas consequent to ulcerative 
colitis is a result of the same initiating foree 
that eventuates in some instances in carcinoma. 
But it is impossible to determine how a given 
case of chronic ulcerative colitis will act. The 
colon may heal, and results over a decade show 
that specific treatment tends to produce this 
happy result in a large proportion of cases. The 
colon may, as a result of intense destruction, 
exhibit sears, strictures, mucosal ridges, or tags 
of mucosa. The mucosal tufts may, at any 
time, begin to give evidence of true adenomatous 
hyperplasia and may eventuate in multiple 
adenomas studding the colon. And lastly, but 
fortunately rarely, carcinoma may supervene as 
an early or late complication. 

Numerous observations of many patients with 
chronie ulcerative colitis have demonstrated the 
formation of polyps following colitis. 

Treatment of these later and intractable se- 
quelae is a problem by itself. It would appear 
evident that any type of treatment that tends 
to check the destructive infection of the colon 





is to be greatly desired. Surgical intervention 
is notoriously fraught with danger to these pa- 
tients and its indications will be considered in a 
future communication. 


SUMMARY AND CONCLUSIONS 


A study of pathologie changes in the colons 
of forty-three patients with chronic ulcerative 
colitis indicates ‘that the development of true 
adenoma following chronic ulcerative colitis, al- 
though not common, is noted with sufficient fre- 
queney to warrant attention. Carcinomatous 
change of the colon already involved by chronic 
ulcerative colitis is noted with great frequency 
as compared with its occurrence in persons with 
no known preéxistent infection. Microscopie 
and gross study suggests a transition from uleer- 
ative colitis through adenoma to carcinoma in 


some Gases. 
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NEOPLASMS ORIGINATING IN THE ISCHIORECTAL 
FOSSA WITH PARTICULAR REFERENCE 
TO SARCOMATA 


BY W. M. SHEDDEN, M.D.* 


UMORS of the ischiorectal fossa are uncom- 

mon. Chavelet* was able to collect only 
eleven reports of neoplasms in this location. 
Comprising this group were three myxomata, 
three fibromyomata, one lipoma, one fibroma 
and one fibrolipoma. There were only two 
proved sarcomata. Sarcomata, of course, may 
be found anywhere in the body where there is 
.a derivative of the embryonic mesoderm. They 
are from time to time reported in the pelvis, 
behind the pelvic peritoneum, involving ovary, 
uterus, pelvie intestine, sacrum or one of the 
pelvic bones, but it is extremely rare to find a 
sarcoma originating in the ischiorectal fossa. In 
a series of fifty-four cases of osteosarcoma of 
the bones of the pelvis collected by Havage’, 
there were none springing from the ischium or 
pubis and none situated in the ischiorectal re- 
gion. 


Tumor Clinic, Boston Dispensary. 
see “This Week’s Issue,”’ 


*Shedden, W. M.—Chief, 


For record and address of author 
page 709. 





Reports of the two eases of sarcoma originat- 
ing in the ischiorectal fossa I have reproduced 
below in some detail and have added a case 
from my private files. A search of the three . 
series of the Surgeon General, 1886, 1903 and 
1926, the Index Medicus from 1903 through 
1927 and the Quarterly Cumulative Index from 
1916 through March of 1933 reveals no more 
reports of instances of this disease. 

Tumors of the ischiorectal fossa are seen more 
commonly in males than females. In eight of the 
eleven cases reported by Chavelet the indi- 
viduals affected were males and two of the three 
sareomata described below were seen in individ- 
uals of the male sex. 

It is of interest to note that two of the sar- 
comata here reported were seen in persons in 
the second decade of life. My case was aged 60. 


ANATOMY 


As an aid in studying these reports and in 
understanding the path followed by the tumor 
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as it enlarges, a brief review of the anatomy of 
this region is presented. 

The ischiorectal fossae are cavities filled with 
fat and situated on either side of the rectum. 
Anteriorly they are separated from each other 
by the rectum and the prostate (or vagina). 
Posteriorly they are in contact save at the 
anococcygeal raphe. Seen in frontal view, the 
fossa has the shape of a triangle with its apex 
superior. Its lateral wall is relatively rigid and 
is formed by the ischial ramus covered by the 
obturator internus muscle and aponeurosis. Ly- 
ing in a reduplication of this aponeurosis are 
the internal pubic vessels and the nerve of the 
same name. 

The medial wall, relatively mobile, is formed 
by two muscles which are from above down- 
ward, the levator ani and the internal rectal 
sphincter. The levator ani separates the ischio- 
rectal fossa from the subperitoneal space. The 
internal sphincter of the rectum, represents the 
inferior portion of the medial wall of the fossa. 
It is formed of concentric fibers which surround 
the terminal portion of the rectum. 

The base of the above-mentioned triangle is 
represented by the skin and subcutaneous tis- 
sue. The apex is formed by the junction of 
the levator fascia and that of the obturator in- 
ternus. 

The fossa measures five centimeters antero- 
posteriorly, two and one-half centimeters lat- 
erally and from five to seven centimeters verti- 
eally. From each ischiorectal fossa extend two 
prolongations, an anterior and a posterior. The 
anterior sweeps around the prostate and extends 
up to the level where the levator joins the fascia 
of the obturator internus, terminating at a 
point near the upper margin of the pubis. The 
posterior prolongation lies between the deep as- 
pect of the gluteus maximus and the levator 
ani. It extends up to the region of the spine of 
the ischium at the level of which it tapers out 
to an end. 

The ischiorectal fossa is lined with fascia 
covering the superficial surfaces of the obtura- 
tor internus and the levator ani muscles. This 
fascia is continuous with the fascia covering the 
gluteal muscles laterally, Colles’ fascia or the 
superficial fascia of the superficial perineal 
space, and the fascia covering the deep surface 
of the urogenital triangle, deep to which is 
found the pubic extension of the ischiorectal 
fossa. On the medial surface of the ischiorectal 
fossa the fascia may extend as far superficial 
as the outer margin of the external sphincter 
ani. The inferior hemorrhoidal vessels and 
nerves pass through the ischiorectal fossa ac- 
companied by an exceedingly thin fascial sheath 
which extends from the point where they pierce 
the obturator fascia covering Alcock’s canal to 
the points where they pierce the fascial cover- 
ing of the medial surface of the ischiorectal 
fossa. Between the ischiorectal fossae posteri- 
orly is a fat filled space by means of which the 





fossae can communicate by rupturing an almost 
insignificantly thin fascial layer. 


PATHOLOGIC ANATOMY 


We would expect to find -sareomata arising 
either from bone, muscle or fascia. Edwards” 
case, cited below, is in fact one in which the tu- 
mor arises from the fascia of the medial aspect 
of the ascending ramus of the ischium. The 
sarcoma described by Shoemaker* originated 
from the medial aspect of the ischial tuberosity. 

The ischiorectal fossa, however, can be the 
seat of sarcomata arising other than from the 
bony pelvis. In my ease the growth apparent- 
ly arose from the muscularis of the rectum. 


SYMPTOMATOLOGY AND PHYSICAL SIGNS 


If the tumor is large, a definite asymmetry 
of the perineal region will be noted with the 
patient in lithotomy position. In some cases 
there is a projection elevating the overlying tis- 
sue and deviating the usual position of the scro- 
tum, labium, or the crease between the buttocks. 
The anus may be hidden by the superimposed 
mass. Tumors of the ischiorectal fossa usually 
vary in size from about three to about ten cen- 
timeters in diameter but have even been de- 
scribed as being as large as the head of a fetus 
at term. The overlying tissue is usually normal 
in appearance and is usually not adherent to the 
tumor but may occasionally, if secondarily in- 
flamed, be a violet-red and suggest an under- 
lying abscess. 

The consistency of ischiorectal neoplasms of 
course varies with the type of tumor. The sar- 
comata almost invariably are definitely in- 
durated. 


Rectal and vaginal examinations aid in fair- 
ly accurately estimating the size of the tumor, 
the area it occupies, and sometimes its origin. 
We can by this means often determine whether 
it is adherent to neighboring structures and 
whether it sends forth any prolongations. These 
latter may project indefinitely into the buttock, 
vagina, or vulva, or they may become intrapel- 
vie and extend upward to a point beyond which 
the finger in the rectum may not reach. They 
may arise from the posterior surface of the rec- 
tum and flatten out against the sacrum, or from 
the anterior surface and be deformed by the 
pubis. If they arise from the lateral aspect of 
the rectum, as in my ease, the intestine is dis- 
torted toward the opposite side. Occasionally 
the tumor presses so firmly against the anus that 
there is considerable difficulty in entering the 
canal. In none of the tumors described above 
was the mucous membrane of the rectum or 
anus involved. 

Occasionally these growths cause a functional 
disturbance, due almost always to the compres- 
sion of some structure and varying with the 
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shape, volume and situation of the tumor. This 
disturbance is usually augmented if the patient 
stands up and even more so when he sits. De- 
formity of the rectum, anus or bladder from 
external pressure may give rise to abnormalities 
of defecation or urination. The patient may 
simply be constipated or he may have difficulty 
in consummating defecation. The stools may be 
infrequent and ribbon-like or there may be an 
uncomfortable abdominal distention. Micturi- 
tion may be slow and painful. 

If the tumor projects into the labium major 
there may be difficulties with coitus because of 
pressure narrowing the vaginal canal. 

Usually the tumor is painless. Rarely there is 
pain referred to along the course of the sciatic 
nerve. 

DIFFERENTIAL DIAGNOSIS 


Abscess can usually be ruled out because of 
its speed of development and the usual eleva- 
tion of temperature and white blood count, its 
early tenderness or fluctuation. More difficult 
to differentiate would be an abscess arising from 
a lumbar Pott’s disease or tuberculosis of 
the bony pelvis. However, the course of the 
disease, and usually the x-ray picture would 
aid in differentiation. 

We must distinguish an ischiorectal tumor 
from one arising in the neighborhood, such as: 


a. Tumor of the perineum. Rectal examina- 
tion will show it to be outside the ischiorectal 
fossa. Perineal cancer arising from the urethra 
or in urinary fistulae might occasionally be con- 
fused with an ischiorectal sarcoma. 

b. Tumor of the labium major. Palpation will 
show that it is growing centrifugally from the 
labium as a center. 

e. Perineal hernia. This very rare hernia pro- 
trudes between the rectum and bladder in the 
male and between the uterus and the rectum 
in the female. Its consistence and the fact that 
it can be partially or completely reduced would 
undoubtedly make the diagnosis. 

d. Gumma of the anus. At first this tumor is 
very firm, but it soon breaks down and drains 
externally. 

e. Anal carcinoma invading the ischiorectal 
Its cauliflower appearance, however, is 
quite characteristic. There is usually anal 
tenesmus and pain. 

f. Teratomata. These are usually mobile un- 
der the skin but fixed to the coccyx. Their con- 
sistence is variable. 


PROGNOSIS 


If these tumors are thoroughly extirpated lo- 
cally, the prognosis is good. Two of the three 
sarcomata reported below are well after one to 
several years. 





TREATMENT 


Operative extirpation, if possible, is always 
advisable. If the tumor has a pedicle it is well 
to go widely around it with diathermy or cau- 
tery. Postoperative radiation undoubtedly de- 
lays recurrence in the case of the round-celled 
sarcomata. It may be necessary to destroy part 
of the anal sphincter as was done in my ease. 
If so, an attempt at reconstruction may be made 
immediately or when the wound has started to 
eranulate. 


CASE HISTORIES 


1. Edwards reports the case history of a man of 
twenty years who had noted for about three months 
a tumor situated to the right of the anus. Examin- 
ation showed the mass to be nodular and projecting 
toward the rectum but not involving its mucosa. 
A finger in the rectum could reach above its upper 
limit. Thinking that an inflammatory condition was 
present, the tumor was incised. As no pus exuded, a 
specimen was removed for pathological examination. 
This section was reported to be of an inflammatory 
nature but nevertheless, as it continued to grow, Ed- 
wards decided to remove the mass which was then the 
size of two fists. It was extirpated in two sections jn- 
cluding a portion of the rectum. It apparently arose 
from the periosteum of the ischium. The bulb of the 
urethra was exposed. Microscopically, it was a round- 
celled sarcoma. We have, nine years later, a state- 
ment that “the patient is now in good health”. 


2. Shoemaker reports a case “in the early stages of 
which it was difficult to differentiate the tumor and 
low grade connective tissue inflammation’. Careful 
observation, however, demonstrated continuous 
growth and increasing fixation to surrounding tissue. 
There was no tenderness, a discrete form, no tend- 
ency to involve the rectal wall or to point ex- 
ternally. The case report follows: 

A well-developed, strong, and vigorous girl of 
twenty-one. Family history negative. Menstruation 
regular and normal. No history of injury. 

One month before entry she noticed a lump 
the size of a walnut deep in the left perineum. 
There was a perineal ache in the region of the 
tumor but no throbbing or tenderness. No history 
of abnormal discharge or constipation. 

Examination revealed to the left of the rectum 
and vagina and behind a line drawn from the 
posterior vaginal commissure to the tuberosity of 
the ischium, extending from the rectal wall out 
nearly to the ramus of the pubis and nearly to the 
tuberosity, a mass three inches from front to back, 
two inches from right to left, against the rectal wall 
but not infiltrating it, somewhat movable. No soften- 
ing or redness. 

Operation. An anteroposterior incision was made 
over the prominence one and one-quarter inches to 
the left of the median line immediately opposite 
the center of the perineum. There was no true 
capsule and no sharply defined line between normal 
and new tissue. Small areas of hardening projected 
from the growth anteriorly toward the vulva. At 
no point was the skin or mucous membrane involved. 
The growth invaded all tissues up to the rectal and 
vaginal walls and between them and the tuberosity 
including muscle and fat. Half an inch behind the 
edge of the ischium it appeared to be firmly at- 
tached. The fingers were used to enucleate the 
mass and by blunt dissection it was separated from 
the pubis and ischium. It did not appear to in- 
filtrate or expose bone. A superficial portion of 
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the sphincter ani was preserved and only the 
superficial portions of the left labium majus. The 
constrictor vaginae on the left side was sacrificed 
and the erector clitoridis cut in two. The trunk 
of the internal pudic artery was caught behind 
the tuber ischii. The tumor, when removed, was 
three inches in anteroposterior diameter, two and 
one-half inches in lateral diameter. Postoperatively, 
marked edema of the anterior portion of the genitalia 
developed, making catheterization very difficult. 
There was no lack of control of the sphincter ani. 

Microscopical examination showed a sarcoma of 
mixed type. 

Recurrence was rapid locally and generally. The 
vulva and perineum of the left side were first in- 
vaded, the inguinal glands later. At the end of six 
months, pressure was interfering with respiration 
and death was reported imminent. 


3. Author’s case. 

P. I—A vigorous man of sixty had noticed a 
small lump posterolateral to the rectum for one 
year. It had gradually grown larger and harder and 
had been quite sore for the past three or four 
months. No constipation nor urinary symptoms. No 
sciatic pain. 

P. H.—‘Peritonitis” 37 years ago. Question of 
rheumatic fever four years ago. No cardio-respira- 
tory, gastrointestinal or urinary symptoms. 

P. E.—Well developed and nourished. Weight 218 
pounds. No palpable glands. Lungs clear and resonant 
throughout. Local examination. About three centi- 
meters to the left of the anus and apparently lying 
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in the ischiorectal fossa is a protuberance. Palpation 
of this with one finger in the rectum shows it to be 
free from adhesion to surrounding structures save 
where it is in contact with the rectum. Here it 
is firmly adherent over an area the diameter of 
which is about two centimeters. This area is about 
three centimeters above the anus. The _ perineal 
skin over the tumor showed a fresh incision about 
four centimeters long through the subcutaneous 
tissue. (This exploratory incision had been made the 
previous day by another doctor.) 

X-ray of chest—there is thickening of the pleura 
and a mottled dullness in both apices. The mottled 
area appears partially calcified on the left. The lung 
fields and mediastinum are otherwise normal in ap- 
pearance. There is no evidence of metastatic malig- 
nancy. Urine, including sediment, negative. 

Operation (spinal anesthesia). Incision over prom- 
inence in left perineum running radially from anus, 
extending the one above described. A hard, rounded 
tumor was disclosed lying just beneath the subcuta- 
neous tissue and not adherent to it. Laterally it lay 
under the medial edge of the gluteus maximus. Sev- 





eral branches of the internal pudendal artery and 
vein were clamped, cut and tied. The tumor shelled 
out easily, save at its medial aspect. Here it was 
solidly adherent to the rectum in the region of the 
internal sphincter. This area was excised widely with 
diathermy (coagulating current), going through both 
sphincters. Cut ends of sphincters then loosely drawn 
together with mattress sutures of heavy silk. Wound 
loosely, pulled together superficially and drained. 

Pathological Report. The specimen consists of a 
well-circumscribed tumor 9 cm. in greatest diameter. 
On section it has a granular yellowish-white firm sur- 
face. Most of its outer surface is smooth but there is 
a small area about 2 cm. in diameter which is rough- 
ened. 

Microscopic sections show the structure of sar- 
coma. The arrangement and appearance of the cells 
suggest a tumor of smooth muscle. No myoglia fibrils 
can be demonstrated. There are numerous mitotic 





The histologic appearances are those of 
a medium rate of growth. 

Postoperatively the patient was constipated with 
deodorized tincture of opium. The coagulated stump 
of the sphincters sloughed somewhat, but there re- 
mained some union of the muscle after the sutures | 


figures. 


cut through. Patient had slight incontinence for 
about four weeks. Since then there has been no 
incontinence. 

Patient was given a prophylactic postoperative 
x-ray treatment consisting of 1200 r. over a four 
day period, employing 200 K. V. with a distance of 
50 centimeters and screening of copper %4 millimeter 
and celluloid 4 millimeters. 

When seen recently, fourteen months since opera- 
tion, no recurrence is seen or felt. There is no in- 
continence. The operative area in the region of the 
sphincters is represented by a band of scar about 
2 x 1.5 centimeters in diameter. 


CONCLUSIONS 


1. The ischiorectal fossa may be invaded by 
tumors developing from its limiting walls, from 
the tissue which fills it, or as an extension from 
a neoplasm lying in the environs, as sacrum, 
coceyx, pubis, ete. 

2. These tumors may cause symptoms resulting 
from local increase of pressure. 
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3. In the differential diagnosis there must be 
eonsidered chronic inflammation and tumors of 


the perineum, scrotum, labium or anus. 

4. Treatment consists in complete extirnation. 
Postoperative irradiation is probably advisable 
with the malignant growths. 
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A COORDINATED PLAN IN THE CURRICULUM 
OF THE HARVARD MEDICAL SCHOOL 


A new Professorship of Neurology has been 
created by the Governing Boards of Harvard Uni- 
versity, and Dr. Tracy Jackson Putnam has been 
named for this chair. 
pointed by the Trustees of the Boston City Hospital 
to take charge of the laboratories of the Neurological 
Unit. Dr. Putnam has had years of training in his 
chosen field in Boston under Harvey Cushing, at 
the Johns Hopkins Hospital in Baltimore, and in 
various clinics abroad. 


The Neurological Unit is a recent development 
at the Boston City Hospital. It includes two wards 
for neurological and neurosurgical patients, labora- 
tories for the careful study of these patients and 
for research. There is an operating suite in these 
wards so that the surgeon in charge, Dr. Donald 
Munro, can do his work under the best possible 
circumstances. At the present time Dr. Abraham 
Myerson, Professor of Neurology at the Tufts Col- 
lege Medical School, and Dr. Stanley Cobb, Bullard 
Professor of Neuropathology at the Harvard Medi- 
cal School, are in charge of the Neurological Serv- 
ice. With the coming of Professor Putnam to the 
Neurological Unit, additional funds from the Har- 
vard Medical School will be applied to work at the 
City Hospital, and it is expected that this newly- 
created professorship, held by such an able clinical 
neurologist as Dr. Putnam, will give new impetus to 
the study of organic diseases of the brain. 


At the same time, with this announcement, comes 
the news of a large gift from the Rockefeller Founda- 
tion for the establishment and maintenance of a 
Psychiatric Unit at the Massachusetts General Hos- 
pital. This new departure brings to a great general 
hospital specialists in mental diseases to study 
these diseases in their early stages, as they appear 
in medical wards and in out-patient departments. 
A small ward will be opened for special treatment of 
early cases. This unit is to be under the direction 
of Dr. Stanley Cobb. There will be close codpera- 
. tion with the McLean Hospital in Waverley recently 
reorganized by Dr. Tillotson and Dr. Wood. In 
fact, the staff of the McLean Hospital is now to be 
incorporated in the staff of the Massachusetts Gen- 
eral Hospital. Professor James B. Ayer will be the 
neurological consultant. 


Concurrently he has been ap- 





At the Boston Psychopathic Hospital a group of 
Harvard investigators and teachers has long been 
studying mental disease under the guidance of Pro- 
fessor C. Macfie Campbell. The new developments 
now add to his department clinics that supply im- 
portant incipient psychiatric cases at the Massachu- 
setts General Hospital, and the more difficult cases 
handled at the McLean Hospital. Research has 
been carried on for some years at the Boston Psy- 
chopathic Hospital under the immediate supervision 
of Professor Harry C. Solomon. The Laura Spell- 
man Rockefeiler Foundation has given its patron- 
age to this work, and the Commonwealth Fund has 
given fellowships which are administered by Pro- 
fessor Campbell. Dr. Solomon is to have new lab- 
oratories which will be open for work by next 
autumn. 

These changes are all part of a codrdinated plan 
in the Harvard Medical School to bring into the 
Department of Diseases of the Nervous System op- 
portunities to study all kinds of mental disease, 
early and late, mild and severe, also all kinds of 
organic nervous disease such as the many brain 
injuries and infections seen at the City Hospital 
and the rare chronic diseases from all over New 
England that come into the Massachusetts General 
Hospital wards. 





REDUCTION OF SERVICE AT MEMORIAL 
HOSPITAL, NEW YORK CITY 


On the eve of its fiftieth anniversary the Memorial 
Hospital of New York has been compelled to close 
one of its important sections. Two years ago it 
began to alleviate certain forms of cancer by con- 
tinuous irradiation with x-rays for periods varying 
from several days to three weeks. In a room ac- 
commodating four at a time, 138 patients have been 
exposed with encouraging results to a high-voltage > 
x-ray tube near the ceiling. The treatment is costly 
because of the character of the installation and be- 
cause three special nurses are required. For lack 
of only $5,000 a year the hospital has been forced to 
close this special room—one of the very few of its 
kind. It is not too late to help the hospital in mak- 


ing what is regarded as a distinct contribution to 
the treatment of growths which are beyond surgical 
aid and which resist other efforts to retard their 
spread.—_The New York Times. 
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CASE 20131 
PRESENTATION OF CASE 


An “American college professor thirty years 
old entered the hospital complaining of rectal 
pain of two days’ duration. 

Nine months before entry, following a bowel 
movement during the night, he had a continued 
desire to defecate, but without result. At this 
time he developed smarting, burning rectal pain 
which increased in severity and kept him awake 
all night. After this episode he was symptom- 
less until three weeks before entry. At this 
time, the day following Thanksgiving, he began 
to have about five loose bowel movements a day, 
without blood, pus or mucus. This diarrhea 
continued for a week without any change. Two 
weeks before entry he changed his diet to one 
consisting for the most part of tea and toast. 
His diarrhea continued however, and the stools 
even became more frequent and watery. He 
gradually became weaker. For the following 
week he took powders composed chiefly of bis- 
muth. These had no effect upon the diarrhea. 
Two days before entry he began to have a con- 
stricting feeling in his rectum, gradual onset of 
burning pain, and increasing difficulty in defeca- 
tion. The stools were watery and for the first 
time contained flecks of bright red blood. As far 
as he knew he had never had any fever until 
this time. That evening however his temperature 
was 101°. <A rectal examination which was 
extremely painful to the patient gave complete 
relief for about an hour. The pain however 
soon returned. He believed that he had lost 
about fifteen pounds in weight during the past 
month. There were no ecardio-respiratory or gen- 
ito-urinary complications. 

His family and marital histories are irrele- 
vant. 

He was born in Massachusetts. At the age of 
nine months he went to the Philippine Islands, 
where he remained for three years. When he 
returned to New England he was very thin. His 
abdomen was described as being distended and 
he was known as a famine child. He had lived 
in New England ever since that time, except 
for a few short trips abroad. While in Europe 
eight years before entry he had an attack of 
diarrhea lasting about a month, accompanied by 
a dermatitis in both groins. 





There was a blowing soft systolic murmur heard 
best at the base and poorly transmitted. The 
blood pressure was 105/85. There was marked 
voluntary spasm of the abdomen. No rectal ex- 
amination was done. 

Examination of the urine was negative ex- 
cept for a few bacteria in the sediment. Exam- 
ination of the blood showed a red eell count of 
4,780,000, a hemoglobin of 75 per cent, and a 
white cell count of 11,700, with 80 per cent poly- 
morphonuclears. The stools were small in 
amount, liquid, red, neutral, and gave a 4 plus 
euaiae reaction. No amebae were seen, and no 
pathogenic organisms were grown on culture. 
The stools were examined for tubercle bacilli, 
but none were found. A Widal was negative. 
The non-protein nitrogen was 37, the serum pro- 
tein 5.18. 

The temperature was 99.2°, the pulse 90. The 
respirations were 22. 

X-ray examination of the heart showed a 
downward prominence to the left. The dia- 
phragm was moderately high, particularly on 
the left. The lungs were clear. A plain film of 
the abdomen showed gas in the stomach and 
colon. The gas in the stomach was more than 
usual ; that in the colon extended from the cecum 
to the splenic flexure. The colon did not appear 
dilated. The haustral markings were present. 
There were several areas of calcification along 
the mesentery of the cecum. There was some 
gas in the true pelvis, probably in the rectum 
and sigmoid. There was no definite evidence of 
splenic enlargement. The hepatic flexure was 
moderately low. 

The patient was put on a liquid diet without 
milk. The day following admission vrocto- 
scopic examination under spinal anesthesia re- 
vealed a fissure in ano. The rectum was dilated 
to four fingers, opening up the fissure into a V 
half an inch wide and three quarters of an inch 
deep. The apex of the V was a thrombus from 
a hemorrhoidal varix. A short proctosecope was 
passed and a considerable amount of liquid feces 
without blood was drawn out. <A longer procto- 
scope was passed with some discomfort to the 
patient. After this a slight amount of blood due 
to trauma was withdrawn. No ulceration or 
growth was observed. Following proctoscopy his 
temperature rose to 103° and for the following 
week remained between 102° and 103°. He was 
given several transfusions, glucose intravenous- 
ly and emetin hydrochloride one cubic centime- 
ter subcutaneously daily for three doses. 
Twelve days after admission his temperature 
tended to go down but his pulse rose. Abdomi- 
nal distention became marked. The abdomen 
was very tense and tympanitic. He was still re- 
ceiving one cubic centimeter of emetin daily. 
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A plain film of the abdomen taken on the 
eleventh day showed a definite change since the 
last examination a week earlier. A loop of mod- 
erately dilated small bowel on the left side of 
the abdomen was clearly outlined by gas both 
in it and outside it, indicating free air in the’ 
abdomen and ileus of the small bowel. The gas 
in the colon was reduced in amount. In the lat- 
eral view of the abdomen air could be seen along 
the inferior surface of the diaphragm on both 
sides and three loops of small bowel were clear- 
ly outlined. 

The following day an ileostomy was per- 
formed, followed by transfusion. X-ray films 
taken after operation with the patient lying 
supine showed gas in the small bowel, but no 
free air was seen between the bowel and the ab- 
dominal wall. Two 500 cubic centimeter trans- 
fusions of citrated whole blood were given the 
following day. Three stool examinations showed 
a negative guaiac. One examination the day be- 
fore operation however had shown a 3 plus 
guaiac. Several cultures for amebae and other 
pathogenic organisms were negative. A second 
Widal test was done the day before operation 
and was negative. Blood cultures were all neg- 
ative. On the day following the ileostomy he 
had a sudden gross hemorrhage from his rectum, 
losing about 500 cubic centimeters of blood. His 
blood pressure fell to 68/?. He was irrational 
all that day. A slight bloody ooze from the 
rectum continued. After one transfusion it was 
decided not to transfuse any further. He died 
early the following morning. 


CLINICAL DiscUssION 


Dr. Ernest M. DauAnp: The rectal pain was 
only an incidental thing. The diarrhea was 
more important than the rectal pain which he 
complained of at that time. 

The evening of the second day before entry 
when his temperature was 101° was when I first 
saw him. His abdomen was easy to palpate. It 
was soft, and there was no tenderness and no 
spasm anywhere. A rectal examination made 
with a good deal of difficulty with my little 
finger did cause a great deal of pain, but it re- 
lieved his spasm for the period of about an 
hour. 

The mother told me that the patient had defi- 
nite signs of rickets while in the Philippines at 
the age of two, but it straightened out as soon 
as he got back to this country. 

On the day following his admission to the 
hospital it was planned to do a proctoscopy un- 
der spinal anesthesia. That morning his tem- 


perature had risen to 103° by mouth, but the 
operation was done nevertheless. As soon as the 
spinal anesthesia was given it was very appar- 
ent that he had a fissure in ano, rather a tri- 
angular fissure measuring about three-quarters 
of an inch across with a thrombus at the apex 





of the triangle. This accounted for the gross 
blood that we had seen during the previous two 
or three days. 

It was apparent at this time that while his 
immediate discomfort had been due to his fis- 
sure in ano, that was not the whole story and 
had not been the story during the two or three 
weeks previous to his entry to the hospital. Then 
the question came up as to what really was the 
diagnosis, so we made all the blood examina- 
tions. 

X-ray examination of his chest was essentially 
negative. The only thing about the plain film 
that was abnormal was the evidence of old eal- 
cified glands in the region of the cecum, which 
we thought might mean that he had tubereulo- 
sis of the bowel. 

Dr. Aubrey O. Hampton: Here is the first 
plain portable film of the abdomen. The de- 
scending colon contains only a few small bub- 
bles of air. Here are the areas of calcification. . 
These are not what we usually see as calcified 
glands, but this area is quite typical. We rare- 
ly see calcified areas that far laterally. It seems 
as if it were below the cecum or above it. 

Dr. DALAND: At about this time he developed 
distention. The diarrhea was very severe. He 
was receiving fifteen or twenty minims of deo- 
dorized tincture of opium after each stool, one 
day one huncred minims of this tincture of 
opium, without checking the diarrhea. 

He was seen at this time by Dr. Chester Jones, 
who was very much puzzled as to the diagno- 
sis. We decided it was possibly a tuberculous 
peritonitis or tuberculosis of the cecum with a 
secondary peritonitis. The possibility of amebic 
dysentery was considered, and we had eight or 
ten examinations of the stools without seeing 
any organisms. We did not feel that we could 
make a definite diagnosis of ulcerative colitis, 
but a second proctoscopy was done with Dr. 
Jones present and no definite ulcerations were 
found. There was some tenacious mucus found 
six or eight inches from the anus and when 
this was wiped off there was some redness of the 
mucosa but no definite ulceration. This mucus 
was examined while still warm and nothing 
found. 

Dr. Hampton: When we first discussed this 
second film a change was very obvious. It was 
not at all clear to me what had produced the 
change. We had a new gas shadow on the left 
side of the abdomen and this shadow which 
looked like a dilated loop of small bowel, and 
we could see the inside and the outside of this 
loop, whereas here in the first film you see only 
the inside of the small bowel. We never see the 
outside of the bowel when the gas is just on 
the inside of it. Here we have another view 
in which the loops both inside and outside are 
visible. We wondered about this air up here. 
It looks as if it were below the diaphragm, and 
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yet this film taken in the lateral view is not 
suitable for discovery of free air below the 
diaphragm. The request was not of the usual 
type, and the technician misunderstood it. The 
request was for a lateral view and it should 
have been for an anteroposterior view with the 
patient lying on his side. In that way we should 
have found the air here probably. I thought 
that film over after the discussion with the sur- 
geons and later in the afternoon started to write 
the note, and the longer I thought of it the more 
convinced I was that the patient had a perfora- 
tion. The reason I saw both sides of the bowel 
became quite clear. I took it over to Dr. Holmes 
and he agreed; then we wrote that note. In 
the meantime the patient had been operated 
upon without my knowledge. We sent the tech- 
nician up to get a film that would show free air. 
This is a lateral view of the abdomen with the 
patient lying on his back. He was too ill to move 
at that time. I am glad I had written this note 
before I saw this, because it is contradictory. 
There is no free air here apparently, but there 
is an explanation for that too I think. 

Dr. DaAuAND: When we saw the patient we 
explained the lack of gas in the large bowel 
by the fact that just before the picture was 
taken he had a colonic irrigation; we thought 
we had washed the gas out of the large bowel, 
but he still had it in his small bowel. 

At this time as at all times previously the 
man’s peristalsis had been very sluggish. We 
did not think he was obstructed. 

The patient was seen at this time in consulta- 
tion with Dr. McKittrick. He did not make a 
positive diagnosis, but agreed that ileostomy 
should be done,—a desperate attempt to do some- 
thing for the patient, but it should be made. So 
an ileostomy was done under novocain. 

Instead of finding a very dilated small bowel 
we found no distention. On opening the perit- 
oneal cavity there was nothing found except 
some cloudy fluid, but when we cut through the 
omentum which was stuck to the peritoneum 
there was a gush of gas and also a gush of a 
good deal of cloudy, milky fluid. The small 
bowel was not distended and it was with a good 
deal of difficulty that we were able to pull up 
a loop of small bowel to do an ileostomy. There 
was an exudate covering all the bowel that was 
seen. 

The day before he died we still got negative 
guaiaes on the stools and negative guaiacs on 
the discharge from the ileostomy wound. 

Dr. Cuester M. Jones: I cannot add much 
to the story as Dr. Daland has given it except 
that I remember when I saw the patient he 
had been here two or three days. The thing 
that struck me was that he had had a diarrhea 
of four or five weeks’ duration with at that 
time elevation of temperature. The diagnosis 
was certainly not obvious and the cause of the 





diarrhea had not been determined. We all felt 
he was seriously ill even at that time. In spite 
of the first apparently negative proctoscopy it 
seemed to me that one should consider three pos- 
sibilities, tuberculous colitis, which Dr. Daland 
has mentioned, amebie dysentery, and possibly 
an ulcerative colitis, which with this distribu- 
tion would have been a very unusual occurrence. 
We were not able to find evidence of ulceration 
in the rectum or rectosigmoid. I do not think 
we got really beyond the third valve. There 
was no frank ulceration. There was a little 
mucus that might have contained blood com- 
ing down from above, but it was so difficult to 
do the proctosecopy that it was not satisfactory. 

In view of the calcified glands in the region 
of the root of the mesentery there seemed to 
be reason to consider tuberculous colitis, and 
because we did not know the cause of his diar- 
rhea we felt that it was worth while giving him 
emetin on the chance that it might be amebic 
dysentery. My reeollection is that he had six 
doses of emetin. Whether he had four or six 
makes no difference. We gave it as long as we 
could. As I look back on the cases of amebic 
dysentery we have had here that amount of 
emetin has produced a striking change in the 
diarrhea and a drop in temperature. There 
was a drop in temperature in this case, but no 
change so far as the diarrhea was concerned. 
While we did not definitely prove that he did 
not have amebic dysentery, we found no organ- 
isms and there was no change in the clinical 
picture. 

In view of the autopsy findings I am amazed 
that we did not get more evidence in some stage 
of the disease so far as positive glands are con- 
cerned. I never saw the like before. To me it 
is still a case of unexplained diarrhea with per- 
foration and hemorrhage. 

Dr. LELAND 8. McKirrrick: I made no con- 
tribution whatsoever to that discussion at that 
time, and I cannot make much now. At the time 
I thought I had never seen but one patient so 
evenly distended as this one was. I remember 
we had a patient on Ward A who was tre- 
mendously distended and we did not know 
whether he had obstruction or peritonitis. That 
man had most of his gas outside the bowel and 
free in the peritoneal cavity. He had the same 
type of distention that this patient had. It is 
interesting that in this case also most of the 
distention should be caused by gas outside the 
bowel rather than gas inside. 

I think it is very difficult at times to make 
a diagnosis of some of these acute diarrheas, 
particularly when they are desperately sick. It 
is difficult to follow the failure to show posi- 
tive guaiacs. I have seen one or two eases in 
which I have been tremendously surprised at 
the autopsy findings. They have shown little 
or no blood elinically. I have wondered in 
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thinking them over whether one might not get 
in some of these extensively diseased large bowels 
areas that really amount to necrosis with throm- 
bosis of some of the smaller vessels, just as one 
may get an area of necrosis on a diabetic foot. 
This avascular slough may erode a vessel, sep- 
arate, and then give massive hemorrhage. Cer- 
tainly we have seen these large intestines with 
the mucosa almost gone with clinically prac- 
tically no demonstrable blood by rectum. 


CLINICAL DIAGNOSES 


Tuberculosis of the ileum with perforation. 
Tuberculous peritonitis. 
Intestinal hemorrhage. 


ANATOMIC DIAGNOSES 


Acute colitis with ulcerations and perforation, 
etiology unknown. 

General peritonitis. 

Hydrothorax, bilateral. 

Operative wound, ileostomy. 

Adenomatous polyps of the sigmoid. 


PatHo.Locic DiscussIon 


Dr. Tracy B. Matuory: The autopsy, except 
for proving that the man had a very severe 
erade of colitis and of course a perforation and 
peritonitis, really tells us nothing. 

Nearly the entire colon showed enormous ul- 
cers, some of them ranging up to four centi- 
meters in diameter. These were rather sharply 
punched out. Some of them had a perfectly 
clean base. Others showed a necrotic slough in 
the center of the ulcerated area. The ulcers 
graded down in size to as small as two milli- 
meters in diameter. The process was rather ir- 
regular in its distribution and involved the 
lower end of the large intestine to the least ex- 
tent. The lowest uleer was just at the recto- 
sigmoid junction, barely within the region of the 
proctoscope. There were no ulcers in the rec- 
tum itself. 

The general character of the bowel, with rel- 
atively normal looking mucosa between the large 
ulcers, was totally different from that of any 
ordinary case of chronie ulcerative colitis. I 
felt on the gross appearance that that seemed 
a very improbable diagnosis. We made very 
thorough and eareful bacteriologic studies and 
could not pick up any organism that seemed of 
the slightest significance and that might not be 
found in any ordinary bowel. Neither the im- 
mediate examination nor the sections have 
shown anything remotely suggesting amebae. 
With even more confidence we can rule out tu- 
berculosis, which is quite easy to identify in the 
intestinal tract. 

The absence of blood in the stools is difficult 
to explain. Although thrombosed blood vessels 
were found in some of the ulcers, others showed 
widely dilated capillaries and interstitial hem- 
orrhage in their walls. 





Dr. CuHaruEs L. Scupper: Could it be deter- 
mined at autopsy where the perforation took 
place? Was it at the base of one of these ulcers, 
or was that impossible to determine? 

Dr. Matuory: In the eourse of doing the 
autopsy we discovered as many as half a dozen 
eross defects. The whole bowel wall was so 
necrotic that everywhere we touched it it fell 
apart at the bases of these ulcers, so we felt a 
little uneertain as to whether two or three had 
perforated before we started handling the bowel, 
or many more. 

Dr. ScuppEerR: Might the hemorrhage have 
been of mechanical origin? 

Dr. Mattory: It might have been. At the 
time of autopsy there were numerous perforated 
uleers and others on the verge of perforation, 
so that the slightest touch would cause it. 

Dr. Hampton: The x-ray appearance was 
quite unusual. I want to try to explain why we 
could not make a diagnosis of free air in that 
last film, the one taken in the position we usu- 
ally use to show free air, that is with the patient 
supine in the lateral view of the abdomen. The 
air was not free; it was trapped by the omen- 
tum; and that is the reason it gave such a queer 
picture. If we are to accept the x-ray findings 
in the second examination there is evidence of a 
perforation in the left colon around the de- 
scending portion somewhere. There is no free 
air on the right side. 

Dr. JonES: I suppose the most logical con- 
clusion is that he had ulcerative colitis of the 
very fulminating type with unusual distribu- 
tion rather than with the usual lesions in the 
rectum. The case is like one or two eases that 
we have had starting in the rectum that pro- 
eressed very rapidly and perforated. 

Dr. Mauuory: I should not feel satisfied with 
that because the appearance of the bowel was 
so entirely different. Even the fulminating cases 
look a good deal like chronie colitis, and do not 
have the punched out ulcers that we have here. 

Dr. Jones: The disereteness of the ulcers 
makes it more like an amebic colitis than any- 
thing else, does it not? 

Dr. Matuory: In appearance, yes. 





CASE 20132 
PRESENTATION OF CASE 


A forty-seven year old married night club 
hostess entered complaining of diarrhea, stoma- 
titis and weakness of six or seven weeks’ dura- 
tion. 

A year before entry the patient increased her 
use of alcoholic liquors from an occasional so- 
ciable drink to an average of one pint of whis- 
key or beer every night. At the same time she 
ate poorly and took very little meat. She began 
to lose strength and weight and became very 
nervous. Seven weeks before entry she devel- 


oped sores on the roof and sides of her mouth, 
beneath the tongue and on the gums. These be- 
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came so painful that she was forced to take 
only a small amount of liquid nourishment such 
as prune and orange juice, soups and occasional 
soft vegetables. Her physician diagnosed trench 
mouth and gave her a wash to use. One week 
later, following a three day bout of heavy drink- 
ing, mostly whiskey, she developed diarrhea, 
passing ten or twelve dark watery stools dur- 
ing the day and night. This was accompanied 
by straining, tenesmus and abdominal cramps. 
The anal and vaginal regions became very sore 
and irritated. About this time she noted the 
appearance of slightly painful sores and crust- 
ings on both hands and fingers, but refused to 
bother much about them. About two weeks 
before entry her physician gave her some pow- 
ders which stopped the diarrhea and produced 
some constipation. A dose of ‘‘ex-lax’’ started 
the diarrhea again, but it was fairly well con- 
trolled by powders. Recently she had been con- 
stipated occasionally. During this time she 
had also four attacks of gagging and vomiting 
of a small amount of liquid provoked by the 
thought of food. For the greater part of the 
past six weeks she had stayed in bed and had 
had ‘‘nothing to do with anyone.’’ She had 
lost about forty pounds in the past year and 
approximately twenty pounds in the past seven 
weeks. Two days before entry there was a small 
show of red blood. There was no history of gas, 
belching, jaundice, abdominal swelling or hemat- 
emesis. 

Marital history. Her first husband deserted 
her after ten years. She had one living and 
healthy child by that marriage. She had been 
married to her second husband for sixteen years. 
There had been one miscarriage; no children. 

Past history. She had had no serious ill- 
nesses, and no venereal disease. 


Physical examination showed an emaciated, 
apathetic, grossly dirty middle-aged woman ly- 
ing flat in bed expectorating frequently. The 
skin was very inelastic and showed extreme dry- 
ness. Over both hands and fingers were fairly 
symmetrical round fissured and crusted areas. 
None of these were present above the wrist line. 
The pupils were large, equal, and reacted slug- 
gishly. There was generalized stomatitis con- 
sisting of a heavy gray exudate, and marked 
ozena. The heart was not enlarged. The sounds 
were of fair quality but rather tic-tac in nature. 
The blood pressure was 146/106. The liver edge 
was felt two fingerbreadths below the costal 
margin on deep inspiration. There was a moist 
area of erythema about the anus extending up 
to the vagina. There was considerable white 
vaginal discharge. Over both shins was slight 
bone tenderness. 

The temperature was 99°, the pulse 100. The 
respirations were 20. 

Examination of the blood showed a red cell 
count of 4,460,000 with a hemoglobin of 70 per 
cent. The white cell count was 7,000, with 70 





per cent polymorphonuclears. Smears showed 
variation in size and shape of the red cells with 
moderate achromia. The platelets were nor- 
mal. The neutrophiles seemed poorly devel- 
oped and young. The stools were small, fluid, 
and brown. Guaiac tests on three stool examina- 
tions were negative. Microscopic examination of 
a warm stool showed no parasites and a culture 
showed no pathogenic organisms. The non-pro- 
tein nitrogen was 24 milligrams. The serum 
protein was 6 per cent. Hinton and Wasser- 
mann tests were positive. Two smears from the 
gums were negative for spirochetes. 

She was put on a high calorie liquid diet. 
Her mouth was washed with sodium perborate. 
A dermatological consultant believed that the 
mouth lesions as well as the skin lesions were 
typically fungoid in character. Two days after 
admission, shortly after intravenous ten per cent 
elucose, she became somewhat delirious, requir- 
ing morphia and scopolamin to quiet her. Sev- 
eral hours later she was cbserved to be breath- 
ing rapidly and to hold herself more or less 
rigid. Her pulse became very weak and her 
respirations irregular. She died early the fol- 
lowing morning, three days after admission. 


CLINICAL DIscUSSION 


Dr. FreDERICK T. Lorn: The striking features 
were the history of aleohol and insufficient diet, 
the diarrhea, dehydration, sore mouth, the skin 
lesions, and the mental state, making it difficult 
to communicate with her. Pellagra seemed the 
most likely explanation. The skin lesions were, 
however, not typical of the pellagrous erythema. 
Though present on both hands, they were asym- 
metrically disposed and more elevated and crust- 
ed than is usual with pellagra. 

In view of the diarrhea and the bloody stools, 
colitis is also a possibility. We were interested 
in the suggestion by Dr. Swartz that she might 
have a fungus infection. 

Dr. J. H. Swartz: I saw this case and was 
particularly interested in the mouth, which 
showed membranous adherent lesions on the 
tongue and the buccal mucous membrane, rather 
the type of condition that is not seen in pel- 
lagra. One might see these in a deficiency dis- 
ease plus a superimposed fungus infection. It 
was quite characteristic of monilia infection 
of the mucosa. On examination of the skin she 
did not have symmetrical lesions. Instead of 
having the atrophic type of skin with pigmenta- 
tion seen in pellagra, she showed irregular ver- 
rucous patches occasionally seen with monilias. 
I have in mind two eases, one an adult and one 
a young boy, both of whom showed similar lesions 


‘1on the skin with the typical mouth lesion seen 


in this patient. In this case material from the 
mouth lesions grown on Sabouraud’s media 
showed a pure culture of monilia. Unfortunate- 
ly the house officer failed to get material from 
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the skin for me. Stool cultures were ordered 
but were not done. 

I am not an internist, but I feel that the 
whole picture may be explained by fungus in- 
fection similar to sprue, and the lesions in the 
skin and mouth fall under one diagnosis. I do 
not doubt that vitamin deficiency may be an un- 
derlying cause. 

It will be interesting to know what the post- 
mortem examination of the fluid found in the 
abdomen will show. 

Dr. Cnester M. Jones: I think it is not un- 
common in these severe diarrheas to get such 
a mouth condition as is deseribed here. <A fair- 
ly good proportion of cases in this ulcerative 
colitis group have such mouth lesions and 
marked stomatitis, and we do not get a monilia 
growth from the mouth in these eases. I have 
always felt that the mouth disturbance was a 
result of dehydration and malnutrition. Of the 
skin lesions I have no knowledge at all. 


CLINICAL DIAGNOSES 


Pellagra. 
Dehydration. 


ANATOMIC DIAGNOSES 


Pellagra. 

Multiple ulcerations of the colon chiefly lo- 
calized to the cecum and transverse por- 
tion, with perforation. 

Generalized purulent peritonitis. 

Dermatitis. 

Glossitis. 

Apical fibrosis. 

Arteriosclerosis, slight aortic. 

Calcified retroperitoneal glands. 


PatTHoLocic Discussion 


Dr. Tracy B. MAuitory: The autopsy on this 
patient showed besides the skin and tongue 
changes which have already been mentioned a 
very severe colitis which was peculiar in char- 
acter. There were two patches of multiple con- 
fluent ulcers, each patch measuring about 8 cen- 
timeters in length, one in the cecum and the 
second in the transverse colon, fairly near to 
the splenic flexure. This segmented distribu- 
tion goes far towards ruling out ordinary ulcer- 
ative colitis. The final event which caused her 
death was the perforation of three of these ul- 
cers in the colon. 

The diagnosis in the ease is obviously still in 
doubt. My personal impression is that it is 


probably consistent with pellagra, since focal 
uleers in the large intestine are described as 
being characteristic of that disease, and the 
glossitis and dermatitis certainly fit the picture. 

The skin lesions certainly were atypical in 
They showed chiefly a hypokera- 


distribution. 





tosis without evidence of pigmentation, but hy- 
perkeratosis is found in pellagra. The tongue 
showed a very peculiar vascular granulation 
tissue beneath the epithelium with practically 
no inflammatory response whatever. 


The finding of monilia to my mind would not 
prove the point one way or the other. I think 
the work of Castle and Rhodes in Porto Rico 
pretty conclusively proved that monilia has noth- 
ing to do with the etiology of sprue, although 
very regularly found in the disease. 


The liver showed more fat. Tremendous num- 
bers of fat vacuoles are visible. I think that 
eould possibly oceur in pellagra, but her his- 
tory of very heavy alcoholism would be an equal- 
ly good explanation for it. 


The intestinal lesions show very sharply 
punched out ulcers which go to and often 
through the muscularis. The intervening mu- 
cous membrane is quite peculiar in character. 
In one low power field there are only five in- 
testinal glands. There would normally be twen- 
ty or thirty in an area of that size, so that 
marked atrophy of the mucosa must be pres- 
ent. Further evidence pointing toward pel- 
lagra is provided by Dr. Kubik’s findings. 

Dr. CHArues 8S. Kupsrx: In the large pyram- 
idal cells of the cerebral cortex there are 
changes which resemble axonal reaction. The 
cells have a swollen appearance; their central 
portion is pale, glassy looking; there is only a 
narrow marginal zone of Nissl substance; nuclei 
are flattened and displaced to the periphery. 

Special stains for myelin, fat and glia reveal 
no degeneration or gliosis in the fiber tracts of 
the spinal cord. Seattered rounded and elongated 
cells containing deposits of fat are found in the 
posterior roots. No degeneration is found in the 
peripheral nerves. 

In most eases of pellagra that come to post- 
mortem examination only the findings in the 
central nervous system are at all characteristic. 
In two cases examined here and in most of the 
reported eases there have been (1) changes in 
the large pyramidal cells of the cortex identical 
with those found in the ease before us, and (2) 
degeneration in the posterior columns of the 
spinal cord, most marked in the columns of Goll. 
I believe that cases have been described in 
which there was no disease of the spinal cord. 
Degeneration of peripheral! nerves has been ob- 
served but was not present in our eases. 

The findings in the posterior roots in the pres- 
ent case are slight but definitely abnormal and 
probably indicate early disease. They are of 
some interest in connection with the views of 
certain writers who believe that the cord 
changes of pellagra are to be explained by pri- 
mary disease of the posterior roots with result- 
ing secondary degeneration of the posterior col- 
umns. 

In this case, therefore, we have pathology 
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which is very suggestive, but probably cannot 
be regarded as conclusive evidence of pellagra. 
Perhaps clinical and pathologic studies of other 
similar cases will tell us whether they are pellag- 
ra or some other deficiency disease. 

Dr. M. B. Strauss: I am interested in the 
mouth lesions, which I think are commonly 
ealled thrush and which are said to be due to a 
monilia or other fungus. In Dr. Castle’s ex- 
perience in Porto Rico a case considered to be 
thrush was cured by the intramuscular injection 
of liver extract, the mouth lesions healing com- 
pletely. 

I think that the atrophy of the colon is 
quite consistent with pellagra. Whether the 
pellagra is secondary to the diarrhea or the diar- 





rhea a manifestation of pellagra is fairly diffi- 
cult to say. 

Dr. Swartz: I think-there are two types of 
monilia infection of the mouth, the one which 
Dr. Mallory just mentioned, which is solely due 
to a vitamin deficiency and which improves with 
vitamin and high ealorie diet. Then we have 
the type which the dermatologist sees and which 
usually comes to postmortem examination. The 
two eases I mentioned were on high vitamin diet, 
but without change. In the first type one does 
not find a pure culture of monilia, but an oceca- 
sional colony. Jn cases of the second type one 
gets a pure culture from the lesion in the mouth. 
They are the cases that are resistant no matter 
what the treatment may be. 
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FORCED GRASPING: THE SIGN AND THE 
SYNDROME 


THE signs of clinical neurology, like positive 
laboratory findings, are often regarded rather 
superficially as isolated entities pointing to the 
existence of a specific disorder. Without much 
thought one associates a Charcot knee-joint with 
tabes, an up-going toe with an ‘‘upper motor 
neurone lesion’’ or perhaps more specifically 
with a lesion of the pyramidal tract, and there 
is danger lest the present interest in the grasp 
reflexes will cause forced grasping to be re- 
garded as just one more localizing sign, with 
little appreciation of the nature and real 
significance of the phenomenon. It is clearly im- 
portant that a lesion restricted to the premotor 
area of the cortex gives rise to forced grasping. 
The case reported and fully discussed in this 
number by Dr. Viets indicates that forced 
grasping is not an isolated sign, but rather a sin- 
ele manifestation of a profound disturbance of 
the postural reflex mechanism. Far too little 
is known about the relation of the cerebral cor- 
tex to the postural reflexes, and of the postural 





reflexes to the volitional mechanism, but it is 
clear that if neurologists follow Dr. Viets in 
seizing their opportunities to study the total 
syndrome presented by such eases, it will con- 
tribute to a real understanding of the basic 
physiological mechanism involved, and it will 
also foster a less superficial approach to prob- 
lems of clinical neurology. 





THE USE OF THE HINTON TEST 


For the past ten or fifteen years increasing 
dependence has been placed on the so-called 
flocculation or precipitation methods for the 
serological diagnosis of syphilis. Various pro- 
cedures have been devised for this purpose. At 
first the major claim for these methods was 
their simplicity as compared with the Wasser- 
mann test, but of late years the precipitation 
methods have been improved so that they have 
demonstrated their superiority to the Wasser- 
mann in both sensitivity and accuracy. Precipi- 
tation tests are now in use in the Army and 
Navy as well as in most of the larger labora- 
tories. 

For these reasons Doctor Chadwick’s letter* 
announcing that the Wassermann Laboratory of 
the Department of Public Health will routinely 
use the Hinton test in place of the Wassermann 
should be considered a step forward. Because 
of its unusually high degree of sensitivity and, 
even more important, because of its almost com- 
plete specificity, the Hinton test has been ree- 
ognized as one of the best of the precipitation 
methods. The change appears to be a highly de- 
sirable one. 


*Page 711. 





REORGANIZATION OF THE HEALTH 
DEPARTMENT IN BOSTON? 


THE evening papers of a few days ago an- 
nounced the fact that His Honor the Mayor of 
Boston had invited three eminent experts on 
public health administration to advise him 
about the budget of the Health Department of 
the City of Boston. Those named were: 


Wilson G. Smillie, M.D., Dr.P.H., Professor 
of Public Health Administration, Harvard 
School of Public Health. 

Clair E. Turner, Dr.P.H., Professor of Bi- 
ology and Public Health, Massachusetts In- 
stitute of Technology. 

Sophie C. Nelson, R.N., Director of Visiting 
Nurse Service, John Hancock Mutual Life 
Insurance Company, and President of the 
National Organization for Public Health 
Nursing. 


We wish to congratulate His Honor on having 
consulted persons so well qualified to advise 
him on this important matter. 

It is gratifying to note, as reported in the 
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Boston Herald of Sunday, that although the 
survey board which advised the Mayor with re- 
gard to the budget of the Health Department 
proposed the discharge of some nursing per- 
sonnel as a means of economy, sufficient money 
will be available to retain them. 

We hope that his Honor the Mayor will con- 
sider the appointment of a small group to serve 
without pay as a permanent Health Council for 
Boston. The Health Department of the State 
has long had such a council and its value has 
never been questioned. 

Moreover, if considerable reduction in the 
budget of the Health Department of the City of 
Boston is to be made without great detriment to 
the vital services rendered by that Department, 
it appears certain that a sweeping reorganiza- 
tion is inevitable. The kind of reorganization 
that we visualize would involve curtailment of 
personnel and, probably, a few replacements. 
When curtailments of personnel are required, 
the gaps can be bridged only by improved or- 
ganization and better service. Consequently, the 
interest of the community demands more urgent- 
ly than ever before that all the officials retained 
in the Health Department shall fully measure 
up to the requirements of their respective posi- 
tions. The best possible health service for which 
the community can pay is none too good for 
Boston. The place of residence of well-qualified 
persons is unimportant. The real questions are 
those of willingness to serve, character, train- 
ing and ability. Mayor LaGuardia of New York 
has demonstrated his belief in this principle. 
With all New York to choose from, he considered 
available men from all over the country and 
finally took his Health Commissioner from New 
Haven. 

Should a reorganization of the Health Depart- 
ment be undertaken in order to effect necessary 
savings and, also, to enhance efficiency, every 
citizen should uphold him who undertakes it. 
Let no one forget that when inefficient personnel 
are employed in a health department, the result- 
ing loss in dollars is insignificant as compared 
with the cost which is paid in disease and death. 
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PREVENTION Pays A PREMIUM* 


BY LEROY M. S. MINER, D.M.D., M.D. 
Dean, Harvard University Dental School 


Reliable statistics tell us that about one hundred 
million people in the United States are afflicted with 
some form of dental disease, and that more than 
ninety per cent of the children of school age exhibit 
tooth decay. “What of it?” you may ask. “A lot of 
it,” is the reply, for modern dental and also medical 
science are now fully aware of the havoc which can 
be wrought upon the health of the whole body by neg- 
lecting to maintain health in the mouth. The princi- 
pal dangers are not obvious at first glance, and con- 
sequently are not recognized as important until 
further examination of the facts is made. Normally 
we are quite prone to think of tooth decay as a rela- 
tively simple and harmless thing. It does not kill 
people as do pneumonia and tuberculosis. It does 
not maim people as does infantile paralysis. Regarded 
on such a basis, it does not appear to warrant grave 
concern, nor should its enormous prevalence be 
viewed with alarm. 

Yet leaders in the medical and dental professions 
are only too painfully aware that the above-mentioned 
narrow view does not reflect the truth. It does not 
_even approach the truth. John Hunter, a great 
English physician in the Eighteenth Century, wrote, 
“One might at first imagine that the diseases of the 
teeth must be very simple ... ; but experience 
shows the contrary. The teeth, being singular in 
structure ..., have diseases peculiar to themselves. 
These diseases, considered abstractedly, are indeed 
very simple; but by the relations which the teeth 
bear to the body in general, and to the parts with 
which they are immediately connected, they become 
extremely complicated.” Thus spoke John Hunter! 


*Station WBZ, January 12, 1934. 





And these words are just as true today as they 
were when they were written. The baneful effects 
of abscessed teeth and pyorrheal degenerations of the 
gums are being appreciated by many more people than 
ever before. Rheumatism, heart trouble, kidney 
trouble, and numerous obscure conditions have been 
attributed to decayed teeth and diseased gums. The 
scientific basis for such a belief is the clinical ex- 
perience of many physicians and dentists. In 
thousands of cases these obscure diseases have 
shown marked improvement following the extrac- 
tion of diseased teeth and the removal of infection 
from the mouth. 


But the enormous extent of dental disease through- 
out the United States, previously referred to, raises 
difficulties which oblige us to modify our point of 
view. At first thought, one is tempted to urge the 
building of more and more clinics to handle the vast 
numbers of population affected by dental disease. 
Yet to perform the service of treatment on such a 
scale as this would necessitate the training of five 
times as many dentists as we have now and would 
require the expenditure of a fabulous sum of money 
to make it possible. The futility of attacking this 
problem on a basis of treatment thus becomes quite 
obvious. It cannot be handled by treatment, tooth 
by tooth, mouth by mouth. “But how? How?” you 
ask. The answer is PREVENTION—the same answer 
that has been given in the past to other scourges 
attacking large masses of people, such as typhoid 
fever, yellow fever, malaria, and so forth. 

To prevent disease we must know its cause. As yet 
neither medical nor dental science has revealed the 
cause or causes of dental disease—whether tooth 
decay or pyorrhea. But many important facts have 
been assembled which appear to point the way. Much 
can be done today to forestall the occurrence of 
disease in the mouth, provided adequate care is be- 
gun early enough in life and continued faithfully 
throughout life. 

There are three essential points to the proper care 
of the mouth: (1) proper brushing of the teeth at 
least twice a day; (2) regular visits to the dentist; 
(3) adequate supervision of the diet. Brushing of 
the teeth is very important because the removal of 
food débris from the nooks and crannies of the teeth - 
and around the gums will minimize the opportunities 
of bacteria to attack the tissues. Yet brushing is not 
the whole story. The old adage, ‘‘A clean tooth never 
decays’, we now know not to be wholly true. In ad- 
dition to cleanliness of the teeth, careful supervision 
of the diet, with emphasis upon milk, eggs, fresh 
fruits and vegetables (the so-called protective foods) 
will go far toward keeping the mouth and teeth 
healthy and toward building up resistance to dental 
disease. Regular visits to the dentist give him the 
chance to check up on the condition of the mouth, 
and by his early recognition of disease in its incipient 
stages, much serious trouble at a later date can be 
precluded. 

The establishment of a program of prevention for 
any individual ought properly to be begun before 
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birth. The building of the temporary dentition, or 
baby teeth, is almost entirely completed during preg- 
nancy. Consequently the mother’s diet during this 
period is of prime importance. Not only should she 
see her obstetrician as often as he requires, but she 
should pay regular visits to her dentist. The family 
dentist can protect her own teeth and also ensure 
a proper background for building strong teeth for 
the infant. After the baby is born, thought must 
be directed to its future dental needs. During the first 
six years of life—the pre-school period—the per- 
manent teeth are being calcified, and dietary super- 
vision is most important. As soon as is feasible, but 
at least as early as three years of age, the youngster 
should be taken to the dentist. Decay of the teeth 
is apt to be quite active during childhood, and by 
examination, cleaning and care, the dentist can do 
much to preserve the baby teeth until the permanent 
ones arrive later. The baby teeth should never be 
neglected on the grounds that they are lost anyway 
and are of little consequence, because dentists know 
that failure to preserve the baby teeth may cause 
all manner of trouble with the permanent teeth to 
come. 

During the early years of school, between six and 
twelve years, the child’s mouth passes through a 
period of transition, when the baby teeth are gradual- 
ly lost, one by one, and replaced by the permanent 
dentition. Frequent visits to the dentist should con- 
tinue because not only must decay be watched for, 
but growth and development must be supervised. A 
great deal of orthodontia, or straightening of the 
teeth, is done these days, and it is an important part 
of the program to give the growing child a good 
dental apparatus, but by his examination during the 
early years of life, the dentist ean detect conditions 
which if neglected will cause crooked teeth and ir- 
regular jaws and can take steps to prevent serious 
consequences. 


The adolescent years from twelve to eighteen bring 
with them a period of high susceptibility to tooth 
decay. As in the previous periods, constant profes- 
sional supervision is necessary, and careful attention 
to the child’s diet is imperative. Scientific evidence 
seems to point to the fact that tooth decay is a de- 
ficiency disease, indicating the lack of some elements 
from the diet. Exactly what those elements are, we do 
not know, but we do know that emphasis upon the 
foods containing calcium, phosphorus and the vita- 
mines will produce extraordinary results in halting 
the progress of decay, and as previously stated, milk, 
eggs, fresh fruits and vegetables, and certain quanti- 
ties of meats are just these foods. 


After the individual has reached mature years, 
the dental problem resolves itself into the mainte- 
nance of health in the mouth and the forestalling of 
those degenerative changes of the teeth, gums and 
jaw bones, known as pyorrhea. If a comprehensive 
sound program of dental care has been followed dur- 
ing infanthood, childhood and youth, the individual’s 
dentist has an excellent chance to keep his teeth 
healthy for the remainder of his life. And converse- 





ly, without such care in the early years, the possibil- 
ities of avoiding serious trouble later are very slim. 


Prevention, therefore, pays a premium. The re- 
sponsibility rests upon everyone, but particularly 
upon the parents of children. Give the youngsters 
a chance for healthy mouths. And don’t forget that 
to make prevention effective, it must be begun in 
infancy and followed faithfully throughout life. 





ALLEGED FALSELY AND FRAUDULENTLY 
LABELED MEDICINES 


The United States Department of Agriculture has 
been active in seizing medicines and foods which 
are not correctly labeled. 

In the list, one of major importance was the prep- 
aration with the designation of “Sirop d’Anis Gau- 
vin Compound” consigned by J. A. E. Gauvin, Lowell, 
Massachusetts, to consignees in Providence, R. L, 
and recommended for coughs, colds, and bronchitis. 

The Government alleged that this preparation 
contained morphine and was used largely by mothers 
working in textile mills in New England towns. 
These parents, in certain instances, gave this com- 
pound to young children before going to work so as 
to keep the infants quiet, to be repeated at noon. 

Several less potent drugs have been seized be- 
cause of adulterations and misbranding. 





AN HONOR TO DR. WILINSKY 


Dr. Charles F. Wilinsky, deputy health commis- 
sioner of Boston, in charge of the Health Units 
of Boston, and Director of the Beth Israel Hospital, 
has been appointed to make a hospital and health 
survey of St. Louis. 

Dr. Wilinsky is recognized as an expert in the ad- 
ministration of health activities. 

ennienaneneiliilitiaataesdatints 


CORRESPONDENCE 





THE STATE DEPARTMENT OF PUBLIC HEALTH 
AND THE HINTON TEST 


The Commonwealth of Massachusetts 
Department of Public Health 
State House, Boston 
March 16, 1934. 
Editor, New England Journal of Medicine, 

For the past eighteen months this Department 
has been considering substituting the Hinton for 
the Wassermann test in the serological detection of 
syphilis. Recognizing that such a change should be 
made only after due consideration, letters were sent 
to various large laboratories and prominent syphilog- 
raphers in different parts of the country in order 
that the Department might have the benefit of their 
experience. After their replies had been studied, 
the opinions of local clinicians and serologists were 
obtained. It was found that in general the precipi- 
tation methods (Kahn, Hinton, etc.) are considered 
superior to the Wassermann test and are used in 
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several state and private laboratories and by the 
Army and Navy. 

It would be ideal to make two or more tests so 
that one could be checked against the other. How- 
ever, this is impossible with our present laboratory 
personnel, and it has been decided to use the bet- 
ter test, namely, a precipitation test. Accordingly, 
the Department voted, on March 13, 1934, that after 
April 2, 1934, the Hinton test shall be performed in- 
stead of the Wassermann test on all specimens sub- 
mitted for serological detection of syphilis when the 
specimen is suitable for testing by this method. In 
general, blood serums will be tested by the Hinton 
method, but the Wassermann test will still be used 
for spinal fluids since these cannot be efficiently 
tested by the Hinton or other precipitation tests. 

More than 80,000 Hinton tests have been done at 
the Wassermann Laboratory and the Boston Dis- 
pensary during the past several years and checked 
against other tests. The Hinton test is much more 
sensitive than the Wassermann or any of the stand- 
ard precipitation tests with which it was compared. 
With the use of the Hinton test the detection of 
syphilis will be greatly simplified. Fortunately its 
greater sensitivity is not accompanied by decreased 
specificity and, therefore, the danger of falsely posi- 
tive tests is not increased. 

The Hinton test is to be interpreted exactly as 
the Wassermann test has been interpreted. Its ad- 
vantage to both physician and patient lies in the 
fact that the Hinton test becomes positive much 
earlier in syphilis and remains positive longer. Thus 
treatment may be begun earlier, which is of great 
advantage to the patient, and will be continued 
longer with the result that it will be more nearly 
adequate. Furthermore, pneumonia, jaundice and 
rheumatic fever, which not infrequently cause false 
positive Wassermann reactions, have no effect upon 
the Hinton test. 

Yours truly, 
Henry D. CHADWICK, M.D., 
Commissioner of Public Health. 





A PROBLEM IN STATE MEDICINE 


Town of Winchester 
Massachusetts 
Office of 
Board of Health 
March 23, 1934. 
Editor of the New England Journal of Medicine, 


Criticism of the cost of private medical care has 
been widespread, vigorous and fashionable in recent 
years. Many health officials and sociologists would 
have us believe that lessened cost would result by 
increasing state participation and supervision in the 
practice of medicine. Let us consider a specific in- 
stance of state medicine and judge from actual 
figures how economical and efficient the result is. 

The Middlesex County Tuberculosis hospital was 
built in Waltham about three years ago. Although 


the Town of Winchester was never consulted, the 





bill to the town for its share of the initial cost of 
this hospital was a little over $60,000. At five per 
cent the interest charge on this amount from now 
on is $3000. In 1933 the county bill to Winchester 
for its share of the maintenance of this hospital 
was $4553.80. In addition, the Town paid to the 
county in 1933 $1655.50 for the care of its patients 
for 1385 weeks. Thus the total cost to Winchester 
in 1933 for 1385 weeks of hospital care was $9209.30 
or at the rate of $68.21 per patient per week. 

For $68 every patient could have stayed at home 
and could have been provided with food, a private 
nurse and adequate private medical care. For $68 
every patient could have had a private room in a 
private hospital with adequate nursing and medical 
care. 

Nor do we have prompt and efficient service as a 
solace for this tremendous weekly cost rate. Since 
the first of the year we have had only one patient 
in the hospital with two urgent cases on a waiting 
list that is four months behind. 

J. HARPER BLAISDELL, M.D., Chairman. 
ee 


DEATH 


A DELAYED NOTICE 


COTTRELL — Samvet SmitrH Cortrett, M.D., 
died July 16, 1933. He was born in Richmond, Vir- 
ginia, November 12, 1889. He received his degree 
of M.D. from the Boston University Medical School in 
1914. 

He entered the field of psychiatry in 1921 at the 
Milwaukee Hospital for Mental Diseases, and later 
served at the Bloomingdale Hospital, White Plains, 
New York, from 1922 to 1924, and the National Hos- 
pital, London, England, 1924-1927. In 1927 and 
1928 he attended psychiatric clinics in France, 
Switzerland, and Italy. He was assistant superin- 
tendent of the Medfield State Hospital, Harding, 
Massachusetts, from 1928 to 1931, and after that 
was chief executive officer at the Boston Psychiatric 
Hospital until his death. He was a member of the 
New England Society of Psychiatry, Massachusetts 
Psychiatric Association, American Psychiatric As- 
sociation, Massachusetts Medical Society, and the 
New York Medical Society. 

Dr. Cottrell is survived by his widow, Mrs. Mae 
Weeks Cottrell, and three children. 

$< 


OBITUARY 


THE BOSTON CITY HOSPITAL 


RESOLUTIONS IN APPRECIATION OF 
DR. JOSHUA C. HUBBARD 


In the death of Dr. Joshua C. Hubbard, January 
9, 1934, this Hospital has lost a man of sterling 
character, sound surgical judgment, and extraor- 
dinary personal charm. Coming here after his 
training at our Sister Institution, the Massachusetts 
General Hospital, he immediately became a loyal 
and devoted “City Hospital Man,” working untiring- 
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ly for the patients and the Hospital, and always 
carrying out faithfully any assignments given him. 
He was a perfect “team worker” and never an in- 
dividualist. 

We doubt if anyone ever heard him make an un- 
kind or critical remark about a colleague. It was 
not in him to do so. 

His surgery was of the highest quality and char- 
acterized by sound judgment, finished technique, 
and excellent results. 

From 1924 to 1930 he served as Clinical Professor 
of Surgery in the Harvard Medical School and as 
Surgeon-in-Chief of the Harvard Teaching Service in 
the Boston City Hospital. 

He did not desire this appointment and accepted 
it solely out of loyalty to the School and Hospital. 
Having once accepted, he personally did most of the 
teaching and carried it on long after he was unable 
to operate. 

He bore his physical sufferings and limitations 
with wonderful patience and fortitude. When he 
should have been in his prime, he found himself 
the victim of a combined joint and neurological 
complex that aged and crippled him long before his 
time, and made active surgery and practice impos- 
sible. And here again the man’s character shone 
forth magnificently. We doubt if anyone ever heard 
him make one complaint about his physical condi- 
tion and pain; and yet he suffered greatly. 

We who were his colleagues are the better for 
having known and worked with him. He was a real 
asset to this Hospital of ours and his loss is a great 
one. 

P. F. BuTLer, 
Secretary, Senior Staff. 

March twenty-two, 

Nineteen hundred and thirty-four. 
oe 


NOTICES 


BOSTON MEDICAL LIBRARY 


EXHIBITION 


The Library is showing a number of manuscripts, 
incunabula and other early books on Jewish medi- 
cine and medical books in Hebrew. They are all 
selections from the Solomon M. Hyams Collection 
and consist of fifteen manuscripts, fifteen incunabula, 
and fifteen other early printed books. 

The manuscripts consist of four in Latin, one in 
Arabic and ten in Hebrew. Three are of the 13th, 
one of the 14th, ten of the 15th and one of the 17th 
centuries. Of outstanding importance are _ the 
“Canon” of Avicenna, in Arabic, dated 1309; the 
very fine “Viaticus” of Constantinus Africanus, in 
Latin, about 1250; the two Latin manuscripts of 
Isaac Judaeus, both of the 13th century. The small 
collection of ten Hebrew manuscripts is very im- 
portant and it contains a complete “Lilium” of 
Bernardus de Gordonio, dated 1468, and a unique 
copy of the translation of Nathan-ha-Meati of the 
“Liber ad almansorem” of Rhazes. 








The books are notable, containing the complete 
Hebrew Avicenna of 1491; the Commentary on the 
Pentateuch of Levi ben Gershon, Mantua (1475-76), 
one of the two first books printed in Hebrew; the 
excessively rare “Annulus astronomicus” of Bonetus 
de Latis (Rome, about 1492-93) said to contain the 
first picture of a scientific instrument; an edition of 
the “Expositio somniorum Danielis’” (Memingen, 
about 1495); and an extraordinary rarity in the 
“Historia completa ...,” of Johannes Mathias Tuber- 
inus, Trent, 1476. 

In addition, there are being shown selections from 
the “Handapparat” of the great Jewish physician 
and scientist August Wassermann, which have been 
recently acquired for the Hyams Collection. 

The exhibition will be continued until April 15. 





RADIO HEALTH MESSAGES 


Marcu, 1934 . 
Sponsorship: Public Education Committee of the 
Massachusetts Medical Society and Massachusetts 
Department of Public Health. 
Courtesy WBZ. Fridays, 4:30 P.M. 


March 
30 Résumé of the Year’s Work 





HEALTH QUESTION Box 


Sponsored by Massachusetts Department of Pub- 
lic Health. Fridays, 4:40 P.M. 





Rapio HEALTH ForuM 


Queries from the public are answered under the 
sponsorship of the Department of Public Health. 

Courtesy WEEI. Fridays, 5:00 P.M. 

Questions on Health and Prevention of Disease 
may be sent to Radio Health Forum, State Depart- 
ment of Public Health, State House, Boston. 





SPECIAL 


Courtesy WEEI. Fridays, 1:15 P.M. 

Glimpses into the History of Public Health in 
Massachusetts together with the Functions and Ac- 
tivities of the Massachusetts Department of Public 
Health, Blended with Classical Music. 

eo 


REPORTS AND NOTICES 
OF MEETINGS 


THE WILLIAM HARVEY SOCIETY 


Dr. Irving J. Walker, Clinical Professor of Sur- 
gery at Harvard Medical School, addressed the Wil- 
liam Harvey Society on Friday evening, March 9, 
choosing as his topic “Judgment and Conscience in 
Surgery.” 

In opening, the speaker stated that we deal with 
a great variation in inherent ability of surgeons as 
in all other fields of human endeavor, and, as is 
usually the case, those of greater natural endow- 
ments obtain the finest training, because they are 
accepted by the best medical schools and hospitals. 
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Conversely, those of lesser ability tend to gravitate 
to their own levels in their training. The inherent 
inequalities of judgment are thus accentuated as 
the training of the student progresses. 

Dr. Walker next spoke of the changing attitude 
which one finds as the young physician advances in 
his early training. As a student he thinks of disease 
in terms of pathology and theoretical conceptions. 
When he reaches the stage of a house-officer, he 
becomes primarily interested in diagnosis, surgical 
technique and treatment. But to have the best sur- 
gical judgment one must embody all of these 
phases, each one of which may be emphasized in a 
certain part of the early experience as a surgeon. 
The correlation of all the knowledge obtainable re- 
garding the patient will culminate in an accurate 
diagnosis, and this in turn suggests the treatment 
of his condition. 

The speaker next classified the various types of 
students which he has met in his teaching experi- 
ence. ‘The slow, dull, unimaginative student was 
once the rule, forced as he was into a subjugated 
mood by his dogmatic teachers. He still exists today, 
but only because of his own limitations. In former 
times the cynical student with his omnipresent de- 
structive criticism could only sit by and hold his 
tongue, whereas he now dares to speak out. He 
is an adept at tearing down, but seldom suggests 
constructive measures. 

The last type of student is the one in possession 
of an active imagination coupled with enthusiasm 
and a practical mind. Any of these qualities alone 
is admirable, but the combination of all is a rare 
finding and one of great stimulus to the teacher. 

Once the surgeon gets into practice he is faced 
with either regression or keeping up with recent 
advances in his field. If he sits by idly he soon finds 
himself relegated to a back seat, and, as this hap- 
pens, he becomes a victim to a gnawing inferiority 
complex which projects motives of persecution into 
the minds of all who dare to disagree with him. 

In regard to conscience, Dr. Walker stated that 
the more primitive a people the more unquestioning 
its ideas of right and wrong. As civilization ad- 
vances, qualifications are applied more freely to 
what was once considered absolute truth. Never- 
theless, in medicine there are certain standards as 
set up by Hippocrates, broad standards, which 
hold through the ages. 

Among the pitfalls awaiting the young surgeor 
none is worse than the appetite of the laity for 
showmanship. That the public enjoys this mean 
quality cannot possibly excuse it in a physician. We 
should expect a fair monetary return for our serv- 
ices, but not aim at riches. If we aim primarily at 
service to mankind, the material will be added as 
a natural course of events. 

The chaotic state of recent years makes one look 
toward the future for uncertain changes. As young 


surgeons we should be watchful of important politi- 
cal events which may affect our entire order of 
medical practice. 





BOSTON ORTHOPEDIC CLUB 


The Annual Meeting of the Boston Orthopedic 
Club was held in Sprague Hall at the Boston Medi- 
cal Library on Monday, January 15, 1934. The fol- 
lowing officers were elected for the ensuing year: 

President—Dr. William A. Rogers. 

Secretary-Treasurer—Dr. Sumner H. Roberts. 

Member of Executive Committee—Dr. G. E. Hag- 
gart. 

Drs. John G. Arent, J. B. Webster, John H. Sweet, 
Jr., Frank S. Jones, William T. Green, Robert J. 
Joplin, Francis R. Burker, and Fred Manley were 
elected to membership. 

The principal speaker of the evening was Dr. Clay 
R. Murray of the Columbia Medical Center in New 
York, who has just returned from a year’s study of 
the Orthopedic Clinics of Europe. Dr. Murray be- 
gan his address by comparing in a general way the 
work going on in Europe with that in this country 
and then went on to talk specifically about the va- 
rious clinics he visited. European Orthopedics, 
the speaker believes, is in a more static state than 
the work in this country. The viewpoint tends to- 
ward the more conservative and leaves to time and 
nature many things we operate upon here. The 
most important element in the difference is thus the 
element of time, which means much less outside the 
United States. Another factor in the difference is 
the type of patient treated, the one in Europe be 
longing to the “indigent poor” class rather than the 
“white collar’ group here. The European patient 
is also much more apt to be unquestioning in his 
obedience to the doctor’s wishes. A third important 
factor in the difference between Europe and Amer- 
ica is the economic situation. On the continent, at 
least, the institutions cannot afford the nursing 
care, food, apparatus, etc., that are found in this 
country. <A fourth difference is the very important 
one of surgical technique. Low-grade infection in 
wounds is very common in Europe. A five-minute 
scrub for an arthroplasty, as well as operating with- 
out gloves, mask, or cap is the rule in the large 
clinics abroad. Furthermore, there are great dif- 
ferences in opinion, as to what is a good result, 
in Europe and America and the speaker believes 
there is considerably less free and open discussion 
of principles of treatment in Europe. The dictum 
of the chief of service holds absolutely over there, 
with very little chance for argument or discussion. 

Dr. Murray then discussed the specific clinics. 
He spent much time with Putti in Bologna, where 
spinal fusions are never done in tuberculosis of the 
spine, because the mortality is too high, and the 
abundant use of skeletal traction in fractures, even 
of the clavicle, were highlights. Open reduction for 
congenital dislocation of the hip is never done in 
Bologna. Retentive rather than corrective jackets 
are employed in the treatment of scoliosis. 

Several of the clinics in Vienna were next visited, 
and then Munich and England, conditions in the 
last country being much the same as they are here, 
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with perhaps some differences in regard to the 
time of doing spinal fusions in tuberculosis. A few 
slides were shown at the conclusion of the talk, de- 
picting some of the actual operations seen, and 
then Drs. Osgood, Smith-Petersen, and Cotton 
briefly discussed the paper. All the speakers em- 
phasized the importance of considering the local 
conditions and factors in the evaluation of the work 
and methods of any clinic anywhere. 





MIDDLESEX SOUTH DISTRICT MEDICAL 
SOCIETY 


CeNnsorRS’ MEETING 


Middlesex South District Medical Society. Notice 
of Censors’ Meeting at the Boston Medical Library 
on May 3, 1934. Any Fellow of this Society who 
knows of potential candidates for membership is 
asked to have them communicate with the Secretary 
at once. 

ALEXANDER A. LeEvi, M.D., Secretary. 





INTERNATIONAL UNION AGAINST 
TUBERCULOSIS 


The Ninth Conference of the International Union 
against Tuberculosis (Secretary General Prof. Léon 
Bernard) will meet in Warsaw on September 4, 5 
and 6, 1934, under the high patronage of H. E., the 
President of the Republic of Poland, and under the 
Chairmanship of Prof. Pieztrzynski, President-Elect 
of the International Union. The discussion will be 
limited to three main subjects. Biological: “Biologi- 
cal variations of the tubercle virus.” Opening report 
by Professor Karwacki (Poland). Clinical: “Tuber- 
culosis of the bones and: joints, treatment medical 
and surgical.’ Opening report by Professor Putti 
(lialy). Social: “The use and organization of tuber- 
culosis dispensaries.” Opening report by Professor 
Léon, Bernard (France). Ten speakers selected in 
advance from a list presented by the 43 countries 
belonging to the Union have been designated to open 
the discussion on each of the questions on the 
agenda. 

The Organization Committee of the Conference 
has prepared a very attractive program of recep- 
tions and excursions; the latter will enable mem- 
bers of the Congress to visit the chief anti-tuber- 
culosis institutions as well as the most picturesque 
scenery in various parts of Poland. 

Members of the International Union are invited to 
take part in the Conference free of any contribu- 
tion fee. They may forward their application either 
through the medium of their Government or their 
National Association against Tuberculosis, or direct- 
ly to the Organizing Committee in Warsaw, at the 
following address: 

Organizing Committee of the Ninth Conference of 
the International Union against Tuberculosis, Cho- 
cimska Street 24, Warsaw, Poland. 

Persons who are not members of the Union and 
who wish to take part as “Members of the Confer- 





ence” must forward their application, together with: 
a contribution fee of 50 zlotys, exclusively through 
the medium of the National Tuberculosis Associa- 
tion, New Nelson Tower Building, 450 Seventh 
Avenue, New York City. 

Reductions on hotel prices and railway fares will 
be granted to Members of the Congress. 





NEW ENGLAND HOSPITAL FOR WOMEN 
AND CHILDREN 


The regular clinico-pathological conference of the 
New England Hospital for Women and Children 
will be held at the hospital, Dimock Street, Roxbury, 
at 7:30 P.M., on Thursday, April 5, with the follow- 
ing program: Three cases of Muscular Dystrophy, 
Illustrated by Moving Pictures; Bone Tumor of the 
Knee, Discussed by Drs. Katzeff and Leary; Sudden 
Cardiac Decompensation, Without Previous Evidence, 
Discussed by Dr. Lyle. The regular business meet- 
ing of the staff will follow. 

ALicE H. BigELow, M.D., Secretary. 





NEW ENGLAND ASSOCIATION OF THE JOHNS 
HOPKINS ALUMNI 


The annual meeting of the New England Associa- 
tion of the Johns Hopkins Alumni will be held Sat- 
urday evening, April 14, at the University Club, 
Boston. Dinner will be served at 7 P.M. Dr. E. K. 
Marshall, Jr., Professor of Pharmacology, will ad- 
dress the meeting after the dinner. 

MARSHALL FULTON, M.D., Secretary. 

721 Huntington Avenue, Boston. 





HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society 
will be held in the Peter Bent Brigham Hospital 
Amphitheatre (Van Dyke Street entrance), Tuesday 
evening, April 10, at 8:15 P.M. 


PROGRAM 


Presentation of Cases. 

The Incidence, Etiology and Treatment of Nutri- 
tional Anemia. By L. S. P. Davidson, M.D., 
F.R.C.P.E., F.R.S.E., Professor of Medicine at the 
University of Aberdeen. 

Dr. George R. Minot will preside. 

JOHN Homans, M.D., Secretary. 


—- 


HART HOSPITAL, INC., STAFF MEETING 


There will be a meeting of the Staff of the Hart 
Hospital, Inc., 95 Moreland Street, Roxbury, Mass., 
on Thursday evening, April 5, at 8:30: P.M. Dr. Rob- 
ert M. Green will speak, and a moving picture of 
Low Forceps Delivery will be shown. 








FAULKNER HOSPITAL CLINICAL MEETING 


The next meeting will be held at the Faulkner 
Hospital at 5:00 P.M. on Thursday, April 5. In 
addition to the usual clinical pathological conference 
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on the cases which have come to autopsy during 
the month Dr. Edward L. Young, Jr., will give a 
short talk on “Some of the Difficulties of Gallbladder 
Diagnosis.” All physicians who are interested are 
cordially invited. 





SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 
F April 5—Faulkner Hospital Clinical Meeting. See page 


4id. 


April 5—Hart Hospital, Inc., Staff Meeting. See page 
715. 


April 5—New England Hospital for Women and Chil- 
dren. See page 715. 

April 10—Harvard Medical Society. See page 715. 

April 11—New England Dermatological Society will meet 
at the Boston City Hospital at 3 P.M. 

April 13, 20 and 27—Salmon Memorial Lectures. 
page 443, issue of February 22. 

April 14—New England Association of the Johns Hop- 
kins Alumni. See page 715. 

April 16—Boston University School ef Medicine to Con- 
duct a Clinical Meeting at Boston City Hospital. 
College of Physicians will 


See 


April 16-20—The American 
hold its Eighteenth Annual Clinical Session in Chicago 
at the Palmer House. For information write Mr. E. R. 


Loveland, Executive Secretary, 133-135 South 36th Street, 
Philadelphia, Pa. 

April 30—The American Board of Dermatology and 
Syphilology. Examinations for Certificates. Address: 
Dr. C. Guy Lane, 416 Marlboro Street, Boston, for de- 
tails. 

May 14, 15, 16, and 17—Thirtieth Annual Meeting of the 
National Tuberculosis Association. For details apply to 
the National Tuberculosis Association, 450 Seventh Ave- 
nue, New York City. 

May 26, 27, 28, and 29—The American Association on 
Mental Deficiercy. Details may be obtained from the 
Secretary, Dr. Groves B. Smith, Godfrey, Illinois. 

July 24-31—The IVth International Congress of Radiol- 
ogy will be held in Zurich under the presidency of Pro- 
fessor H. R. Sehniz. General Secretary Dr. H. E. Walther, 
Gloriastrasse 14, Zurich. 

September 3-6—American Public Health Association, 
at Pasadena, California. Dr. J. D. Dunshee, Chairman, 
Local Committee on Arrangements. 

September 4, 5, 6—International Union Against Tuber- 
culosis. See page 715. 


DISTRICT MEDICAL SOCIETIES 


ESSEX SOUTH DISTRICT MEDICAL SOCIETY 


Wednesday, April 4—Essex Sanatorium, Middleton. 
Clinic 5 P.M. Dinner 7 P.M. Speakers: Dr. Elliott P. 
Joslin and Dr. Howard F. Root, Boston. Subject: ‘‘Tuber- 
culosis Complicating Diabetes.” 

Thursday, May 3—Censors’ Meeting, at Salem Hospital, 
3:30 P.M. 

Tuesday, May 8—Annual Meeting. Salem Country Club, 
Forrest Street, Peabody. Dinner at 7. Speaker to be 
announced. Subject to be announced. 

RALPH E. STONE, M.D., Secretary. 

221 Cabot Street, Beverly, Mass. 

FRANKLIN DISTRICT MEDICAL SOCIETY 

The next meeting will be held on the second Tuesday 

of May at the Weldon Hotel, Greenfield, at 11 A.M. 
CHARLES MOLINE, M.D., Secretary. 


Sunderland, Mass. 


MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 


The next meeting will take place in May (2nd Wednes- 
day) at Winchester. 
ALLAN R. CUNNINGHAM, M.D., Secretary. 
76 Church Street, Winchester, Mass. 


MIDDLESEX NORTH DISTRICT MEDICAL SOCIETY 
Meeting will be held on April 25. 
T. A. STAMAS, M.D., Secretary. 
226 Central Street, Lowell, Mass. . 
MIDDLESEX SOUTH DISTRICT MEDICAL SOCIETY 
See page 715. 


May 3—Censors’ Meeting. 








NORFOLK DISTRICT MEDICAL SOCIETY 
April 17—Hotel Kenmore, 8:30 P.M. Special Business 
Meeting. 
May—Annual Meeting. Time, place and program to be 
announced. 


FRANK S. CRUICKSHANK, M.D., Secretary. 
1695 Beacon Street, Brookline, Mass. 


NORFOLK SOUTH DISTRICT MEDICAL SOCIETY 


April 5—12 noon at Norfolk County Hospital. Speaker: 
Dr. Elliott P. Joslin. Subject: Diabetes. . , 
May 3—12 noon at Norfolk County Hospital. Annual 


Election of Officers. 
N. R. PILLSBURY, M.D., Secretary. 
Norfolk County Hospital, South Braintree, Mass. 


Meeting. 


SUFFOLK DISTRICT MEDICAL SOCIETY 
: April 25—Annual Meeting at the Boston Medical Library. 
lection of Officers. Scientific Program, titles and speak- 
ers to be announced. 
The Medical Profession is cordially invited to attend 

this meeting. 

JAMES H. MEANS, M.D., Vice-President. 

GEORGE P. REYNOLDS, M.D., Secretary, 

311 Beacon Street, Boston, Mass. 


WORCESTER DISTRICT MEDICAL SOCIETY 
All meetings to be held on Wednesdays as follows: 


April 11—Open date. 


May 9—Annual Meeting. 
nounced later. 


Time and place to be an- 


ERWIN C. MILLER, M.D., Secretary. 
27 Elm Street, Worcester, Mass. 


<i 
<—_—— 


BOOK REVIEWS 








Benign Tumors in the Third Ventricle of the Brain: 
Diagnosis and Treatment. By Watrter E. DANDY, 
M.D. Published by Charles C. Thomas. 169 Pages. 
Price $5.00. 


This monograph concerns itself with one of the 
least known of the intracranial tumors, those arising 
within the third ventricle. These growths have been 
considered very rare and very difficult to remove. 

Dr. Dandy gives us his experiences with a large 
number of these unusual cases and outlines clearly 
the symptomatology, or rather the lack of it, and 
the value of ventriculography as a diagnostic aid. 
He gives us also a graphic picture of his operative 
technique. 

The reader will find the discussion of the x-ray 
work of great value and will do well to follow the 
reasoning and final localization of the tumor and the. 
variation in the operative approach with consider- 
able care, as the whole subject is quite complicated. 

The book is clearly and concisely written and the 
illustrations are excellent, but one must always re 
member that it is Dr. Dandy’s tendency to minimize 
the dangers and difficulties encountered in cranial 
surgery. To one unfamiliar with ventriculography 
it would appear that the procedure was without 
danger and as simple as the making of a cystogram, 
but of course such is not the case. The same is true 
in regard to operative technique. 

This volume is primarily for the neurosurgeon, the 
neurologist and the radiologist. These cases are so 
rare and obscure that the diagnosis will hardly be 
suspected by the family physician. His function on 
a case of this sort will be to make a diagnosis of 
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suspected brain tumor and refer it at once to his 
consultant. To the three specialists just mentioned 
and to advanced students it will be of far more 
than passing interest. 





The Peninsula of Yucatan — Medical, Biological, 
Meteorological and Zoological Studies. By Grorce 
CHEEVER SHATTUCK, and collaborators. Published 


by the Carnegie 
Washington, D. C. 


Institution of Washington. 
1933. 516 Pages. 


It is impossible in a short review to do justice 
to this extraordinarily thorough study of the Penin- 
sula of Yucatan. Intended primarily as a medical 
survey, it is in reality far more than this since a 
large part of the volume deals with general condi- 
tions, physical, political and cultural. We venture 
to say that this volume will serve for many years 
as a guide and reference book for travelers and 
specialists whose interests carry them to Yucatan; 
and that it will eventually take its place among 
the historical documents dealing with that country. 

The volume is divided into four parts in which 
the first deals with miscellaneous material such as 
geography, population, administration and _ the 
aboriginal culture and customs of the Indian popu- 
lation. This section is extremely interesting read- 
ing. It is written in a simple narrative style far 
superior in this respect to most reports of this 
kind. Dr. Shattuck, who is responsible for almost 
all of this part of the book, has shown extra- 
ordinary breadth of interest and has created in 
this section a comprehensive background for the 
more technical medical observations which follow. 


Part II deals chiefly with the medical survey. It 
includes a chapter by Goodner on bacteriological 
and serological observations; one by Sandground 
dealing with helminthology and protozoology; and 
one describing the studies of Shattuck and Benedict 
on the blood and basal metabolism of the Indians. 
The great mass of the material presented defies 
analysis in a short review. One is impressed with 
the completeness of the plan in which nothing 
within the range of possible medical interest has 
been omitted. There is a general survey of 
prevalent diseases with both clinical and laboratory 
data; water supply and general sanitary conditions 
are described. There is a study of animal parasites 
of man and domestic animals, and an account of 
the history of epidemic diseases. Among the 
specific observations which seemed of particular 
interest to the present reviewer are the following: 
Goodner’s determination that 97.7 per cent of the 
pure Mayas belong to the “O” blood group is the 
highest percentage of group “O” recorded for any 
race of people and extends and corroborates the 
Observations of preceding investigators. Anthropo- 
logically this information is particularly valuable 
because there was in these studies more oppor- 
tunity in racial selection of the individuals typed 
than there has been in previous ones. 

Of extraordinary interest to the student of in- 





fectious diseases are the pages on syphilis which 
represent an important addition to the study of 
this disease. During the first Yucatan expedition, 
an unusually low percentage of clinically recog- 
nizable syphilitic lesions was noticed among the 
Indians examined in the routine clinics. Subse- 
quent studies confirmed the preliminary observa- 
tion and in the final summary of the subject, it 
is stated that among twelve hundred individuals 
examined, including Mayas and Mestizos, not more 
than 0.2 per cent showed any signs of active 
syphilis. No chronic syphilitic lesions and no para- 
syphilis were found in either race. In a total of 
three hundred and seventy Kahn tests performed 
on presumably pure Mayas of the Chichen Itza 
race, not a single positive reaction was obtained. 
That this condition cannot be attributed to racial 
immunity is apparent from the fact that about 
seven per cent of the Mayas of the Valladolid re- 
zion showed some evidence of syphilitic infections. 
However, neither in Maya nor in Mestizo was there 
much clinical evidence and the diagnosis rested 
mainly on serological tests. That syphilis runs an 
unusually mild course in these races is clear from 
the data submitted. In a description of these ob- 
servations there is included an extensive and well 
documented review of the literature dealing with 
racial problems in syphilis and bearing on the sug: 
gested American origin of the disease. As far as 
we are aware, this is the most thorough study of 
syphilis so far made in a relatively pure aboriginal 
American group in which racial, clinical and lab-| 
oratory data have been reliably coodrdinated. 


The section on epidemic diseases in general is 
thorough and instructive but includes a little too 
much about the ordinary textbook knowledge of 
these infections which has little bearing on the 
problems of Yucatan. 

There is a chapter by Margaret Hilferty and 
Helen Maher on vital statistics, and another on 
the geography of the region by Dr. John L. Page. 

Part III, written by Dr. Saunders and Dr. Cornell, 
deals particularly with the studies of malaria and 
amoebiasis. It is surprising that malaria is rela- 
tively scarce in Yucatan even in the rainy sea- 
sons. Although, according to Hofman, Anophelines 
occur in Yucatan, a single variety of the existing 
ones, Anopheles albimanus, seems the only one 
capable of transmitting malaria. Even these must 
be scarce since Saunders and Cornell could find 
none in spite of frequent searches. 

In contrast to the scarcity of malaria, is the 
enormous prevalence of Endamoeba histolytica. 
Nineteen and five-tenths per cent of all persons ex- 
amined were found to harbor the amochba, the es- 
timated incidence of infected being about forty 
per cent. 

The final section, Part IV, consists of three 
chapters, the first by Bequaert, on the botany of 
Yucatan; the second by Bequaert and Clench on 


| non-marine mollusks and the third by Bequaert, 
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dealing with entomology is of considerable impor- 
tance to all who are to deal with insect-borne 
diseases in that country. 

The volume is profusely illustrated with excel- 
lent and wisely selected photographs, and contains 
one large map. 

In looking over the book, one is impressed par- 
ticularly with the excellent organization of the 
study, the splendid codperation of the specialists 
responsible for it and with the simple and clear 
manner in which the material has been put togeth- 
er. The volume will gain in importance as time 
goes on since it represents a complete and accurate 
description of the conditions in a region in which 
the next fifty years will inevitably bring about 
fundamental changes. It appears also at a par- 
ticularly appropriate time when there is an in- 
creasing appreciation, among Americans, of the 
vigor and intelligence with which progress is being 
made by our scuthern neighbors in the organiza- 
tion of a huge territory. 

Dr. Shattuck’s book represents the type of com- 
prehensive and sympathetic study which is perhaps 
the most useful kind of contribution which we 
can make in coéperation with friendly neighbors 
who are faced with tasks not unlike those which 
faced the American people one hundred years ago. 





A Text-Book of Medicine. By 141 American Authors. 
Edited by Russell L. Cecil, and Associate Editor 
Foster Kennedy. Third Edition. Published by 
W. B. Saunders Company. 1664 Pages. Price 
$9.00. 

This one volume work, which, since 1927, has gone 
through three editions and about ten printings, 
has without much doubt become the foremost and 
most widely-favored of American texts on Internal 
Medicine. This is due, not alone to its compact 
method of presentation, but to its highly authorita- 
tive character. In a volume written by 141 authors, 
there can naturally be no uniformity of excellence. 
The few old-fashioned and pedantic chapters stand 
out conspicuously among the bulk of excellently writ- 
ten treatises, characterized usually by their modern 
emphasis on the physiological principles underlying 
disease. Unfortunately, this does not hold true for 
the section dealing with jaundice and diseases of 
the liver. 

The outstanding chapters are so numerous that 
merely to enumerate them would be to fill the page. 
The 246-page section of the diseases of the nervous 
system, edited by Foster Kennedy, is one of the 
features of the volume. The reviewer was especially 
struck by the chapters on the Neuroses by Wechsler, 
that on Syphilis of the Central Nervous System by 
Solomon, and that on the Diagnostic Significance 
of the Cerebrospinal Fluid by Ayer. The section 
dealing with the Diseases of the Blood might have 
been far better had it been written by fewer authors. 
Reznikoff’s chapter on Anemia is deficient, that on 
Pernicious Anemia by McCann is not authoritative, 








and that on the Leukemias is poorly classified. 
Minot and Buckman’s articles stand out here bril- 
liantly. The important section on Diseases of the 
Heart is unusually good, particularly in chapters 
by Hamburger and Katz on the Cardiac Arrhythmias, 
and by Eggleston on Cardiac Failure. It is interest- 
ing, and not a little amusing, to see that Sprue is 
still described (by Ashford) as a fungous disease 
and that Castle’s concepts of the disease are com- 
pletely ignored. However, one must really go out 
of one’s way to find fault with this excellent volume 
which does great credit, not only to its editor, 
Russell L. Cecil, but to American medicine in general. 
May it long live! 





Diseases of the Chest and the Principles of Physical 
Diagnosis. By Grorce W. Norris and Henry R. M. 
Lanpis. Fifth Edition. Published by W. B. 
Saunders Co. 997 Pages. Price $10.00. 


This book, one of our best works on diagnosis of 
diseases of the heart, lungs, etc., now appears in 
a well-merited fifth edition. It is one of the large 
“ten-pound, 1000-page, ten-dollar’ variety but here 
at least the physician who purchases this volume 
will get his money’s worth. It is made up of four 
parts: Part I, examination of the lungs by Dr. Nor- 
ris containing twelve chapters with a special one 
by Dr. Charles M. Montgomery on “The Transmis- 
sion of Sounds Through the Chest.” Here Dr. Nor- 
ris discusses in detail the methods of examining the 
lung with the exception of the x-ray. There is a 
valuable chapter on the physical findings in infants 
and young children. 

Part II, again by Dr. Norris, is on the examina- 
tion of the circulatory system and contains eight 
chapters with a special one by Dr. Edward B. 
Krumbhaar on ‘The Electrocardiograph.” 

Part III is by Dr. Landis with four chapters, the 
greater part of which is devoted to diseases of the 
lungs although diseases of the bronchi, pleura and 
diaphragm are included. Naturally enough, there is 
much space in this part devoted to the general sub- 
ject of tuberculosis. 

Finally, Part IV, again by Dr. Landis and Dr. 
Norris, with seven chapters on diseases of the peri- 
cardium, the heart and aorta. Under the heart they 
discuss diseases of the myocardium, endocarditis, 
congenital heart disease, with a special chapter on 
angina. There is an excellent index and the whole 
volume is replete with plates, particularly of path- 
ological specimens, photographs of patients, showing 
the technique of examination of the patient, charts 
and diagrams. 

Such a monumental work as this does not admit 
of a detailed review. It is so full of information 
of all kinds that the reviewer stands aghast at the 
colossal amount of time, strength and energy that 
must have been spent not only in accumulating thir 
information but in presenting it in such remarkably 
clear form. There is everything to admire and lit- 
tle or nothing to criticize. For instance, one can- 
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not agree with Dr. Landis altogether in some of the 
categorical statements which he makes in regard 
to tuberculosis. He infers that accident and injury 
are never an etiological or causative factor in bring- 
ing into activity a hitherto latent tuberculous process 
and he states definitely that he has consistently re- 
fused to testify in such cases. The reviewer be- 
lieves that this is not the opinion of the majority 
of authorities in this field. There gre far too many 
instances on record where violent physical exertion 
or an accident involving an operation, long-continued 
suffering, etc., has apparently at least so lowered the 
patient’s resistance that the tuberculosis which had 
been in abeyance becomes active. There are many 
other instances where a man after sudden, severe 
exercise such as cranking a car or lifting a heavy 
weight has a hemorrhage which again reactivates 
tuberculosis. The fact, as he states, that between 
50-60 per cent of pulmonary hemorrhages in tuber- 
culosis occur when the patient is at rest or asleep 
does not in any way prove that the strenuous exer- 
tion was not the causative factor in that particular 
case. The same might apply to his remarks on 
spontaneous pneumothorax in tuberculosis of which 
the reviewer can find little mention made or of sud- 
den, severe physical exertion as a cause of the 
pneumothorax. Likewise, in the differential . diag- 
nosis of this condition he does not mention angina 
pectoris—if it occurs on the left or gall bladder dis- 
ease or if it occurs on the right—as diagnoses which 
have not infrequently been wrongly made. 

In considering the subject of hemorrhage in the 
diagnosis of tuberculosis he quotes from the two 
charts to be found in Cabot’s “Differential Diagno- 
sis,” one based on the figures of Stricker as found 
in Prussian soldiers and the other on Dr. Cabot’s 
own figures taken from the Massachusetts General 
Hospital. These two charts vary greatly. The 
reason for this variance which is a most striking one 
and the reason why Dr. Cabot, basing his figures 
on cases from the Massachusetts General Hospital, 
differs so much from Dr. Stricker undoubtedly lies 
in the estimation of each man as to what consti- 
tutes a pulmonary hemorrhage. The reviewer has 
every reason to believe that in Dr. Cabot’s work any 
particle of blood in the sputum, bloody mucus or 
indeed bloody saliva which occurs almost invariably 
in any uncompensated mitral disease and frequently 
when well compensated constituted a hemorrhage. 
This is probably the reason why the incidence of 
hemorrhage in his cases in the course of mitral 
disease was so high. If bleeding to constitute a 
hemorrhage was based on the generally accepted 
standard of at least one teaspoonful of clear blood, 
it is greatly to be doubted if mitral disease would 
rank particularly high as a causative factor. 

Such comments as this, which can hardly be 
called criticism, might be made in regard to other 
parts of the book. This would naturally be the 
Gase, at least so far as the sections written by Dr. 
Landis are concerned, for the simple reason that 
he has very definite opinions on the subjects and 





does not hesitate to state them. The volume, how- 
ever, is one of the very highest order and will be an 
addition to the library of any physician. 





The Cyclopedia of Medicine. Editor-in-Chief, George 
Morris Piersol. Assistant Editor, Edward L. 
Bortz. To be completed in 12 Vols. Published by 
F. A. Davis Company. Philadelphia. Price $120.00. 


The latest addition to the “medical system” family 
is the Cyclopedia of Medicine, edited by George 
Piersol and Dr. Edward Bortz. The editor credits 
the late Dr. Charles Sajous with laying the founda- 
tion for the present work in his Analytic Cyclopedia 
of Practical Medicine, although the present Cyclo- 
pedia is in every other way independent of Dr. 
Sajous’s Cyclopedia. The forthcoming Cyclopedia 
will consist of twelve large (octavo) volumes, well 
printed and substantially bound. The contents are 
arranged in alphabetical order, beginning with 
“Abdomen, Acute.” Each item is written by an 
acknowledged authority on the subject. Particular 
attention has been paid to recent advances in medi- 
cine, surgery, and the fundamental sciences (physi- 
ology and chemistry), and various phases of the 
social aspects of medicine, such as workmen’s com- 
pensation, industrial medicine, legal medicine and 
social service are also included. 

In the various subjects looked up by the review: 
er, the information which he sought was readily 
found. The presentation of each subject is full but 
not cluttered with unnecessary details. The text is 
illustrated, not profusely, but in such a way that 
each illustration has a practical value. Many of the 
sections contain brief abstracts of important original 
articles, and bibliographies of the recent outstand- 
ing contributions. 

In getting together the material for the Cyclo- 
pedia, the authors have done a splendid job. The 
uniformity of style and presentation, the thorough- 
ness and practical nature of the work, make it an 
outstanding contribution to medical literature. 





Obstetrics and Gynecology. Edited by Arthur Hale 
Curtis, M.D., with 1664 Illustrations. Volume III. 
Philadelphia and London. W. B. Saunders Com- 
pany, 1933. Price $35.00 per set. 


The third and last volume of Obstetrics and Gyne- 
cology edited by Curtis, with the index, comes to the 
reviewer. This volume starts with Section XIV, 
Chapter LXIV. The first four chapters are taken 
up with discussions on “Displacements and Relaxa- 
tions.” Baer, Farrar and Ward give three excellent 
chapters with good pictures of the operative tech- 
niques which they recommend for pelvic repair work. 

Section XV is on “Disturbances of Function.” 
Miller has a satisfactory article on “Dysmenorrhea,” 
and Novak has four excellent chapters on “Uterine 
Hemorrhage,” “Abnormalities of the Menstrual 
Rhythm,” “Amenorrhea,” and “Disturbances of the 
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Menopause.” Also Rubin has a very complete chap- 
ter on “Sterility.” 

Section XVI is on “The Endocrines in Gynecology 
and Obstetrics,” and it seems to the reviewer one of 
the best accounts that has appeared in English, 
summing up the entire present status of the endo- 
crines. 

Section XVII is headed “Special Diseases and Im- 
portant Symptom Complexes,” six chapters on en- 
tirely unrelated subjects which had to be included 
in the book and so apparently have been grouped in 
this section. The chapter on “Endometriosis” gives 
due credit to Sampson for his work on this subject, 
and the authors take a decidedly conservative stand 
in the treatment of this condition. Anspach’s ar- 
ticle on “Ectapic Pregnancy” is well done. Davis’s 
chapter on “Leukorrhea,” although in many ways 
complete, lacks specific details which are so essen- 
tial for the satisfactory treatment of this annoying 
condition. 

Section XVIII, “Other Gynecological Diseases and 
Symptom Complexes,” contains another group of 
more or less unrelated headings. Chapter LXXXV 
on “Lesions of the Cervix” by Holden is excellent and 
well illustrated. Taussig has four chapters on dis- 
eases of the vagina and the vulva which are most 
comprehensive. Irving has a chapter on “Inversion 
of the Uterus, Acute and Chronic,” and the section 
ends with “Congenital Malformations of the Genital 
Tract.” 

Section XIX is headed “Special Topics,’ and con- 
tains thirteen chapters on various subjects, includ- 
ing those on the appendix in relation to gynecology, 
urinary tract infections, x-ray in obstetrics and 
gynecology, radiotherapy, blood transfusion, anes- 
thetics and analgesics, and psychiatry and internal 
medicine in relation to obstetrics and gynecology. 
They are all commendable in most respects. Curtis’s 
two articles entitled “The Gynecological Patient 
Presents Herself” and “The Early Months of Preg- 
nancy from a Gynecological Aspect” are especially 
interesting. Counseller’s article in regard to the 
appendix is timely and well done. The chapters on 
anesthetics, hypnotics and analgesics could well be 
combined and the statements about hypnotics and 
analgesics made more specific. 

The book ends with a satisfactory index, and there 
is a small book separately bound as a general index 
to the three volumes. 

_ Now that the complete work is published, one can 

evaluate it, and the tremendous amount of time and 
labor necessarily expended by the editor is at once 
apparent. The correlation on the whole is good, but 
there are many contradictory statements, and for 
the student this may prove very disconcerting. 
Throughout the three books the authors refer to 
other articles in the volumes under various chapter 
numbers. It would be a great improvement if in 
future editions these references were made to the 
volume and page, for it is troublesome to find the 
reference by the chapter number alone. 





The volumes are beautifully constructed, and have 
very few typographical errors. They are a valuable 
addition to our obstetrical and gynecological litera- 
ture, and an excellent exposition of American ob- 
stetrics and gynecology. 





Red Medicine: Socialized Health in Soviet Russia. 
By Sr ArrnHur NewsHoLtME and Joun ApAMS 
KinGsbury. Garden City, New York: Doubleday, 
Doran & Company, Inc., 1933. 324 Pages. Price 
$2.50. 


The authors of this volume traveled through Soviet 
Russia in August and September, 1932, making an in- 
vestigation of socialized medicine for the Milbank 
Memorial Fund. This book, therefore, is a report of 
their trip, for it not only gives a general picture of 
Russian life as they saw it, but there are concluding 
chapters giving the details of medical care of the 
Russian people. The facts are presented in an im- 
partial way, although attempt at an evaluation is 
made in the final chapter. 

Medicine in Russia is completely socialized. No 
patient pays anything for services either from the 
doctor or the hospital, from the time of his birth 
until death. All doctors and other employees are 
State officials, receiving compensation for their serv- 
ices, with their hours of work limited and holidays 
granted to them exactly as they are given to any 
other laborer. Theoretically all patients receive the 
same degree of skill and attention. There have been 
many new hospitals built and in general it would 
seem that the care of the average Russian today 
is far better than under the old régime. This form of 
medical service seems to be particularly applicable to 
a country where a large part of the population are 
below the average of civilization, for only a few of 
Russia’s millions can even read or write. The doctors, 
too, are better off, in general, than they were before 
the Revolution. There is, however, a great scarcity 
of physicians and not enough medical schools to train 
them. These deficiencies are rapidly being over- 
come. 

The book, written in a semi-popular style, is au- 
thoritative, so far as it can be. The opinions of 
two observers, neither of whom could speak the 
language, cannot necessarily be entirely relied’ 
upon. One rather suspects that they were shown 
only the best of Russian medicine and missed some 
of its worst features. As a document, however, from 
two men well trained to observe conditions in gen- 
eral, this book is a valuable contribution. The 
pictures add very little to its worth. 





The Foundation of Nutrition. By Mary S. Ross. Re- 
vised Edition. Published by The Macmillan Com- 
pany. 630 Pages. Price $3.00. 


In the second edition of Professor Rose’s book, 
nutrition is presented largely from the metabolic 
point of view, yet not in technical language, and is - 
intended for those without a highly specialized train- 
ing who “wish to live intelligently.” 


Some of the 
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topics discussed are the energy requirements of 
adults, protein as body building material, mineral 
elements and water as regulators of bodily nroces- 
ses, the. vitamins, the contribution of special foods to 
diets, adequate diets for adults and children, and 
suitable foods for mothers with infants. Tables of the 
vitamin content and mineral shares of foods, of the 
normal weights and heights of men, women, boys 
and girls of various ages, and of the energy cost of 
activities, are listed in the appendix. While the book 
is intended for those “who wish to live intelligently,” 
little consideration is given to the acid-base balance 
of foods or obviously erroneous ways of eating. The 
book is especially useful for students of dietetics and 
also for nutrition workers. 


La Diathermie et ses Applications Médicales. By 
Le Docteur Paut DuHEM. Second Edition, re 
vised and enlarged. Paris -——- Gauthier-Villars, 
Editeur, 1933. Price 20 fr. 


In the words of the author’s introduction, this 
work is written to render the study of diathermy 
in its medical applications accessible to all phy- 
sicians. Such an end is furthered by the avoidance 
of detailed physica! theory, and by the careful ex- 
position of the technique of application and the neces- 
sary precautions against injury. When the author 
is describing the therapeutic results obtained in 
the conditions admittedly amenable to diathermy, 
he is on sure ground and his suggestions drawn 
from his own practice are of value. In other dis- 
eases, where the value of diathermy is debatable, 
he is inclined to quote non-critically from the ex- 
periences of others, thus vitiating his purpose 
of setting down facts only in his own experience. 
Examples include the treatment of hyperhidrosis by 
transmedullary diathermy and of “menopausal” ar- 
thritis by diathermic treatment of the pelvic organs. 
The absence of a bibliography is a handicap to the 
critical reader. The newer developments in hyper- 
pyrexia by high-frequency currents are given a 
brief summary, drawn again from the experiences 
of others and not in sufficient detail to enable the 
physician to make use of them. 





Annals of Roentgenology. A series of Monographic 
Atlases. Volume Fifteen. Edited by James T. 
Case. Nasal Accessory Sinuses. By FREDERICK M. 
Law. Published by Paul B. Hoeber, Inc. 215 Pages. 
Price $10.00. 


This is volume fifteen of the Annals of Roentgen- 
ology edited by James T. Case and written by Fred- 
erick M. Law, an outstanding authority on the diag- 
nosis of Diseases of the Nasal Sinuses. Like all vol- 
umes of this series it is profusely illustrated. The 
author’s technique is given in detail. 

There is a chapter on the anatomy of the nasal 
sinuses. In the chapter on Interpretation, the author 
describes the method to be adopted in the examina- 
tion of sinus films, and the reporting of the findings 





in detail. There is a special chapter on diseases 
of the nasal sinuses in children. 

The book is particularly valuable as a record 
of the observations and experience of a keen student 
of this branch of roentgenology over many years. 





Etude et Traitement de la Méningite Tuberculeuse. 
By THERESE A. Jousser. Published by Masson et 
Cie, Paris. 152 Pages. Price 30 francs. 
Tuberculous meningitis is usually considered a 

fatal disease. Cases in the literature which are 

reported as having recovered are usually looked upon 
as somewhat doubtful in their diagnosis. It is easy 
to confuse this form of meningitis with the so-called 
aseptic lymphocytic meningitis. In the latter disease 
there is a high degree of recoverability. It, there- 
fore, becomes very difficult to evaluate any form of 
treatment under these circumstances. The author 
of this monograph states that in a number of cases 
of tuberculous meningitis where the diagnosis has 
been confirmed by the finding of acid-fast tubercle 
bacilli by guinea-pig test, she has effected a cure 
by the use of a substance called “allergine’. The 
work is still under debate in France and a definite 
conclusion cannot be drawn from this monograph. 

The book, however, is of value in that the pathology 

of the disease is carefully described and a number 

of experimental researches recorded. Further work 
will be necessary before the treatment of tubercu- 
lous meningitis with allergine can be accepted. 





What Shall I Eat? By EpirH M. BARBER. The 
Macmillan Co., New York, 1933. Price $1.75. 


This small book, embellished with comic illus- 
trations, describes in a chatty style phases of a 
woman’s disposition and appearance especially, 
that are influenced by the food consumed and the 
ways of eating. Other topics discussed are the 
business man’s lunch, dietetic fads, food prejudices, 
and the cost of food. And in the appendix are 
tables of height and weight for men and women, 
of one hundred calorie portions of foods, and of 
the elements, minerals, ash reaction, and vitamin 
in foods. The book is evidently intended for the 
laity. 





De Venarum Ostiolis 1603 of Hieronymus Fabricius 
of Aquapendente (15337-1619). By K. J. FRANKLIN, 
D.M. Springfield, Ill. and Baltimore, Md.: Charles C. 
Thomas, 1933. 98 pages. 


Dr. Franklin of Oxford, England, has made a splen- 
did contribution to the history of medicine. By re- 
printing a rare book with an adequate translation, he 
has brought to the attention of the medical world the 
importance of the studies made by Fabricius. Al- 
though Fabricius was not the first to discover the 
valves in the veins, he at least should receive the’ 
credit for making their presence an acknowledged 
fact in anatomy. As Dr. Franklin truly says: “The 
true inventor is he who definitely places the world in 
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full possession of knowledge and of facts of which one 
can every day and at will verify the reality and 
accuracy.” The book contains, in addition to the fac- 
simile reprint of Fabricius’ volume and the transla- 
tion, a brief biographical notice of the author, an 
historical summary of the earlier work on venous 
valves, notes on the anatomical theatre at Padua, 
where Fabricius taught, and a bibliography of the 
important contributions to this subject. The book 
is splendidly reproduced, with the superb plates of 
the first edition. Unfortunately they are rather re- 
duced in size, which detracts somewhat from their 
original form. 


A Study of Rural Public Health Service. By ALLEN 
W. Freeman. Published by The Commonwealth 
Fund, London. 236 Pages. Price $2.50. 


The survey, the results of which are recorded in the 
two hundred pages of this book, represents an effort 
to compile information regarding public health pro- 
motion activities in rural districts with a view to ob- 
taining data which might serve as a basis for 
estimating the relative value of methods employed in 
accomplishing their desired objects. 

This survey followed similar efforts to “appraise” 
the methods of State and Municipal Health Depart- 
ments. 

The information presented in the book was ob- 
tained both by personal investigations and by ques- 
tionnaires. It has been carefully arranged and is well 
calculated to show a rural community how others 
are endeavoring to meet health problems similar to 
its own. : 


The Diseases of Infants and Children. By J. P. 
Crozer GRIFFITH and A. GRAEME MITCHELL. Pub- 
lished by W..B. Saunders Company. 1155 Pages. 
Price $10.00. 


The third edition of this textbook is regarded, as 
formerly, one of the standard authorities on diseases 
of infants and children. It merits its position be- 
cause of its comprehensive exposition of the sub- 
ject, the wide experience of the authors, and the 
singularly well-composed bibliography. The authors 
have been unusually successful in bringing the sub- 
ject matter up to the present-day conceptions in this 
field. This textbook is recommended without hes- 
itation to all medical students and practitioners in- 
terested in the general problems of pediatrics. This 
edition is well edited and well illustrated. 
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Mental Hygiene in the Community by Clara Bas- 
sett. Published by The Macmillan Company. 394 
Pages. Price $3.50. 





Annual Report of the Surgeon General, U. 8. 
Army, 1933. Published by The United States Gov- 
ernment Printing Office, Washington. 222 Pages. 


Modern Clinical Psychiatry by Arthur P. Noyes. 
Published by W. B. Saunders Company. 485 Pages. 
Price $4.50. 


The Lyophilic Colloids by Martin H. Fischer and 
Marian O. Hooker. Published by Charles C. Thomas. 
246 Pages. Price $4.50 postpaid. 


American College of Surgeons. Twenty-First Year 
Book, 1934. Published by The Lakeside Press, Chi- 
cago. 1170 Pages. 


Annual Report of the Surgeon General of the 
Public Health Service of the United States. For the 
Fiscal Year 1933. Published by The United States 
Government Printing Office, Washington, 1933. 128 
Pages. Price .75 (cloth). 


Social Psychology by Abraham Myerson. Pub- 
lished by Prentice-Hall, Inc. 640 Pages. Price $3.50. 


A System of Clinical Medicine by Thomas Dixon 
Savill. Edited by Agnes Savill, assisted by E. C. 
Warner. Ninth Edition. Published by William Wood 
& Company. 1063 Pages. Price $9.00. 


Human Embryology and Morphology by Sir 
Arthur Keith. Fifth Edition. Published by William 
Wood & Company. 558 Pages. Price $10.00. 


Fundamentals of Biochemistry by T. R. Parsons. 
Fourth Edition. Published by William Wood & 
Company. 435 Pages. Price $3.00. 


Birth Control in Practice. Text and Tables by Marie 
E. Kopp. Prepared under the supervision of a scien- 
tific advisory committee. Published by Robert M. 
McBride & Company. 290 Pages. Price $3.75. 


America. Self-Contained by Samuel Crowther. 
Published by The Chemical Foundation. 340 Pages. 


Studies from The Rockefeller Institute for Medical 
Research. Reprints. Volume 87. Published by The 
Rockefeller Institute for Medical Research, 1933. 
658 Pages. 


Fifty-Sizth Annual Report of the Department of - 


Health of the State of New Jersey. 1933. Printed by 
MacCrellish & Quigley Company. 418 Pages. 


Wilhelm Conrad Roéntgen and the Early History 
of the Roentgen Rays by Otto Glasser, with a chapter 
by Margaret Boveri. Published by Charles C. Thomas, 
494 Pages. Price $6.00. 


Die Digitalisbehandlung von Prof. Dr. Ernst 
Edens. Published by Urban & Schwarzenberg in 
Berlin und Wien. 1934. 154 Pages. 


Treatment of the Commoner Diseases by Lewellys 
F. Barker. Published by J. B. Lippincott Company. 
319 Pages. 


Text Book of Pathology by Robert Muir. Third 
Edition. Published by William Wood & Company. 


957 Pages. Price $10.00. 


























